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Every Inch of Your Hospital Floor 
WAXED to Bright Cleanliness 


QUICKER, MORE QUIETLY, CHEAPER, 
The New, Easy, ELECTRIC Way 


Waxing every floor-surface throughout the hospital 
now becomes an easy routine, without disturbing one 
present detail of your system. And by this method 
of ours you shall cut down your floor-cleaning over- 
head. Greatly! Permanently! 


JOHNSONS WAX 
Electric floor Polisher 


Using this silent, swift, self-running Electric 
Polisher and Johnson’s Liquid Wax, any floor 
surface—wood, linoleum, cement, tile, rub- 
ber or marble—becomes mirror-smooth, dust- 
free, sanitary, and burnished bright ; 
as fast as anyone wants to walk with the 
machine! 


Waxing thus becomes anybody’s job, need- 
ing no knack, no high-priced skill, and freed 
from tedium and toil. It is perfectly done 
without anyone even bending over! And the 
result is the handsomest wax-polished floor 
you ever saw! 
SILENT 

.) Buffing the floor at high speed, this 
polisher runs so silently that a proba- 
tioner can wax-polish under a pa- 


\ tient’s bed without causing disturb- 
ance. 



































LITTLE OVERHEAD 


Plug into any electric socket and run 
the Polisher an hour for a cent. “Yet 
it is next to impossible to get the ma- 
chine out of order—it is so sturdy, s0 
compact (weighs only 9 pounds!) and 
yet so amazingly fast-working and 
adequate. 


SIMPLEST METHOD 
Unskilled labor does perfect waxing 
with it. Merely apply Johnson’s Liquid 
Wax to the floor with lambs’ wool 
mop. In 5 minutes go over this 
with the machine. Just guide 
it. It runs itself, does its own 
burnishing, finishes the job, 
completely, automatically. 


LOW-PRICED 
Hospitals can own this 
ideal waxing equip- 
ment for $42.50. Thus 
one machine for each 
floor, or even each 
ward, costs less for the 
whole battery than the 
price of a single heavy, 
hard-to-run, cumber- 
some machine. 

Let us send you 
our Book on care and 
treatment of floors. 





“a 


S. C. JOHNSON & SON—“The Floor Finishing Authorities’”— RACINE, WISCONSIN 


(Canada Factory: Brantford) 


JOHNSON'S LIQUID WAX 


Cleans, Polishes, Preserves FLOORS and LINOLEUM 


Fi 


——eem Ul tC nae 


——"" 














February, 1926 THE MODERN HOSPITAL Adv. 3 















































S Sssunsrenesesvansenseecassscesevuvavsatitsttisneeeriis ti Q0TH1sTvTsitiTiguruereuresntissecersurititi4eveeQQTUs04tiUEQ000000s00 01 000 THCUUOUOTTREOTTCOUGGOTUUTTVepenUnTTTTavotinca 
’ 1 | 
: 
y | : 
: ; | 
ital | | 0 
one ) - 
thod ‘ 
ver- | For February, 1926 
: COVER PAGE—Northeastern Hospital of Philadelphia. 
® 
} 
| ORIGINAL ARTICLES. 
A Wend About Gamporhetemdewte. occ ccccccccccccvsccesscessececsesccecss 103 
1) | Francis A. Winter. 
“A : What a Small Community Has Accomplished...............-200 see eeee 107 
; e A. H. Curtiss. 
x | Community Responsibility of Hospitals... ........... cece cece eee eeceees 109 
"x E. H. Lewinski-Corwin, Ph.D. 
cor ~ Essentials for Efficient Laboratory Service..............ceceeeeeeeneeees 114 
ust- Ellis Kellert, M.D. 
th ‘ 4 Housing the Out-Patient Service in a Separate Building................... 117 
e K. H. Van Norman, M.D., and C. H. Johnson. 
EN a ON eee So 5.060666 046 6 6te cc otendesesseerscesees 119 
ed- J Michael M. Davis, Ph.D. 
eed Unusual Features of the Cleveland Clinic Hospital...............e0e00005 121 | 
one When a Small Hospital Decides to Enlarge, What Then?................. 126 
the Marvin Z. Westervelt, M.D. ® 
oor ° Providing for Six Towns in a One-Story Community Hospital............. 129 | 
Caroline Vermilye, R.N. 
Raising City and County Hospital Standards. ..............ceeecseeseeees 132 ° 
this Carl E. McCombs, M.D. 
»Da- 
pa- Chronic Diseases—A Challenge to the Hospital and to the Community.... 138 
arb- Ernst P. Boas, M.D. . 
é Why Should Hospitals and Newspapers Cooperate?..................006- 151 | 
run RE nn ee eet 153 
— A. N. Thomson, M.D., John Osborn Polak, M.D., and Sherman Conrad. 9 
He Kitchen and Food Equipment at James Whitcomb Riley Hospital......... 157 ] 
and 
| (Continued on page 4) é 
ing é | 
uid 
ool 7) 
his © 
— Published the first of each month by ] 
ob, : THE MODERN HOSPITAL PUBLISHING CO., Inc. : 
JE Charter member Audit Bureau of Circulations, member of the Associated Business Papers, Inc. - 
- + 22-24 EAST ONTARIO STREET, CHICAGO—Telephone, Superior 6402 | 
~~ : NEW YORK OFFICE—21 East 40th Street. Telephone, Vanderbilt 5269 
m4 | : SUBSCRIPTION ' , ; ¢ 
= 43 Domestic, $3.00. Canada, $3.50. Foreign, $4.00. Single copies (current), 35 
the eo: cents. Back copies, 50c to $1.00. 
‘he : Domestic rates include United States, Cuba, Porto Rico, Canal Zone, Hawaii, and z. 
ns : Philippines. 50 
e: Copyright, 1926, by THE MODERN HOSPITAL PUBLISHING CO., INC. Entered as second-class : 
“ | matter Oct. 1, 1918, at the Post Office at Chicago, Ill., under the act of March 8, 1879 | j 
n . = 
N : | | 
Q Steussnensesvenscuaoesosnstesesssessens eesere Ty yy PTTIITITTIT Fo ——— +} —— SS a) CS a) ss aS oe eteeceaes . .- Ceeccce sepcce Daabnibe Be | 
: 


tee eee 








4 Adv. THE MODERN HOSPITAL Vol. XXVI, No.2 





O° EE 6 6 OEE 5 5 Oo 90 EE 5 5 EE 5 5 SE 5 0 EE 5 OS Cg 5 8 ES 9 ee se 0 0 0 S™ 06 
@ JUAACTS CE RERER SSR H ATOR EE TE GOS ESAE RASS ENUALERRRSGET ICU ECOCRREUAERAEEEECUREAECRCLEDCGRULGRCROCERRCOUCLLERCREEOUOURGGOURRGHERUEOEERCLCUELOECSUUCRTRODRCREOLERORUCLERRCEOSELEROCEOERCITELE EEE t esas, 


CONTENTS 


—_—-- —— 


hobdhdddhddhhdbthbdbbtbhe ttt tii iiiiiiiiiiliiitiitiiitiiiit 





TIT r 
OS GCC Ce O™™ « 


























Pysiotherapy, Theory and Clinical Application; The Promotion of the Wel- 
fare and Hygiene of Maternity and Infancy; Ethics—A Textbook for 
Nurses; The Therapy of Puerperal Fever. 


——— 
ster etereeeeee 


5) 


e 
© 


Je __ 


J} 
Co a oo aC! sees om Ls ae) A) SS SS | i {—__}-¥"} SS OC EE) 6 ae oe —_—_<-- 











e 
Opening the Wards to All Practitioners. ...........++.eeeeceeeee eee eeeees 159 H 
Nicholas Lukin, M.D. se 
A Short History of Hospitals: Part 1.............ccee cee ee eee eeeeceees 161 : 
: Virginia B. Miller. bo it 
Staff Re-Appointments—A Problem..............-.0eeeeee eee eeeteneeee 165 ie 
Boris Fingerhood. if 
e Metabolic Department of Philadelphia General Hospital..................-. 167 : 
‘ Promoting Cooperation Between the Nursing and Dietetic Departments..... 168 it 
Charlotte Addison. ; ie 
Should Public Health Nursing Be Included in the Undergraduate Course?.. 172 : 
‘ Amelia H. Grant, R.N. 
The Consultant’s Role in the Field of Dietetics. ..............ccevcccecees 176 te 
Fairfax Proudfit. 6 
What Cleveland Is Doing For its Psychopathic Patients................... 188 H 
; Florence D. Keyerleber. : 
Hp 
NOTES ON ADMINISTRATIVE PROCEDURES. i 
ey ee OE IOI TODUUDOINTION, 2... ccc ccc ccccwcceccssceees 142 H 
EDITORIALS. fo 
eG aa a een Sadik ck eens Ala ab aaa eal a awe euibie 144 Hs 
eT cia lino Aiwa w eae 628 kh wie Saw alah we me aelie ee 144 : 
EEE a ee eee 145 ee 
J TE i gs 145 ¢ 
° ae ere ce a Vedwiakcnekesabiustooswans 146 
| kas cickasbokes cAdsdebeeyeravdssewnnsasesncnenss%s 148 ie 
‘ NURSING AND THE HOSPITAL. 
Promoting Cooperation Between the Nursing and Dietetic Departments.... 168 
Should Public Health Nursing Be Included in the Undergraduate Course?.. 172 © 
e DIETETICS AND INSTITUTIONAL FOOD SERVICE. | 
The Consultant’s Role in the Field of Dietetics.....................00000- 176 
Miss Wood Goes to Dansville Health Resort............. 0.0. ccc cceeececes 180 8 
° EE ee ee ee 180 
OUT-PATIENT SERVICE. y 
I Ee 182 ° 
: OCCUPATIONAL THERAPY AND REHABILITATION. | 
|: . "What Cleveland Is Doing for Its Psychopathic Patients................... 188 ° 
v: - Exhibit Held at Meeting of Nursing Groups of Pennsylvania.............. 192 
e: se so pecan ceuentbbecveceescece 192 ] 
IE HOSPITAL EQUIPMENT AND OPERATION. Fi 
e: How to Determine Correct Illumination for the Various Departments...... 194 
°: The “Do’s” and “Don’ts” of Marble Cleaning..........2.........e000e Adv. 76 
iE er as dhs cane eb awe ebaleevewcvecneacens Adv.. 80 t 
I}: ; Ne ia aia se wih gdimone Cad eeeeeaduaiad Adv.. 82 6 
“e * BOOK REVIEWS AND CURRENT HOSPITAL LITERATURE............. Adv. 84 | 
; 
i 
© 








ar 











_— te coe — «| 





2 
DO. 


mre 


CC ame come 


56° co —— oS amet 








Ad 
PTT to Tc yal et) aa ; G4 
DAA ABLBDBBDMIDGL LE’ 


v4 





yn 
~~" 


+ be dae ee 


{ 
( 
( 
( 
( 
tf 
( 
( 
( 


bbe 


ie ate JAI 


Sarees 


Vol. XXVI 





THE MODER 


A Monthly Journal Devoted to the Building, Equipment and Adminis- 
tration of Hospitals, Sanatoriums and Allied Institutions, and to Their 
Medical, Surgical and Nursing Services 


February 1926 


OUTTA EEE AEE EEE 


PP PLEIN ELS 


ING 8 


HOSPITAL 





vPnORerrOMANLL I 


Yor Wor Wor Wa 


Ve W 


No. 2 








By BBN 





Ww 


SATAN IAN EN BEN ARNON OOO ANA ANTAN AIAN ANION ANIAN ANION /ANEN OA ANON BANANA 


Brn TL co Tu 








F 


TUNIC ML eT ee is 





A WORD ABOUT SUPERINTENDENTS 


By Francis A. Winter, Colonel, U. S. Army, Retired 


ONCE knew a tried and faithful old hospital 
trustee of a small hospital who summarized 
the make-up of a hospital superintendent by say- 
ing that he should be a combination of iron and 
velvet—iron in that he must have the resolution 


the professional or industrial world; nevertheless, 
there are few callings in life that demand greater 
versatility as the price of success. Everyone 
knows a likely number of signally successful men 
who pursue the calling, and the really towering 





to enforce discipline 
without fear of conse- 
quences to himself, and 
velvet in the exhibition 
of those softer quali- 
ties of heart that meet 
the misfortunes of 
others with a response 
of tenderness. 

It seems to me the 
summary is good as far 
as it goes, but it lacks 
completeness in that it 
takes no account of the 
quality of vigilance and 
neglects Carlyle’s force- 
ful dictum, that genius 
and an infinite capacity 
for taking pains are one 
and the same thing. 
But, after all, iron and 
velvet aren’t worth 
much without the will 
to exhibit them on call, 
and probably the pains- 
taking trend is a pretty 
steady corollary of the 


other two attributes we 








Iron and Velvet 


HE duties of every superintendent are 

so manifold and complex that if he is 
to succeed he must be ready to meet every 
emergency with stern decision or tender 
understanding. He must not stand upon 
the order but must be ready with initia- 
tive to act in any crisis; he must have 
strict rules of administration, but must 
not hesitate to break them if it be for the 
common good. He must be a disciplinar- 
ian but not a tyrant; an impartial judge, 
yet the father confessor of his employees. 
He must be a shrewd business man, but 
capable of forgetting economics should 
they stand in the path of his patients’ 
welfare. He should be a man stern, ten- 
der, forbidding, forgiving, impartial, con- 
siderate and, above all, humane. 





have herewith set forth. 


ones are at once gentle 
and hard, affable and 
stern, meticulous and 
broad, to the degree 
that studying their 
characteristics one can 
but be impressed with 
the element of paradox 
that enters into the 
complete personality of 
many of them. The 
courage that knows no 
falter in a contest for 
principle, with a dom- 
inating light of the 
professional staff, let 
us say, must be opposed 
to the quality of mercy, 
never strained, and 
which in quick ,gucces- 
sion is turned tog¢he@in- 
fortunate, or h@* sub- 
merged one, who,is 
hunting for the helpful 
Samaritan in his hour 
of need. 

It is difficult to assess 


any apparent relation between the current mar- 


One doesn’t have to believe that there is any 
special divinity hedging a successful superintend- 
ent beyond that which envelops any competent 
director of the work of other people, whether in 


ket price of sugar and the merits and costs of op- 
erating tables of infinite variety; the napery 
on a bed patient’s tray, or the British thermal 
units that are locked up in a given grade of an- 
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thracite coal, yet these are apt to follow each other 
across a superintendent’s viewpoint. The discur- 
sive walrus talking of ships and shoes and sealing 
wax isn’t a bit wider in his range of topics than 
the talk of the average executive might be, if he 
chose to vocalize the daily grist that comes to his 
mill. 


Tact Is Essential 


Again, outside of the sphere of the hospital 
proper there is a far flung field of action with the 
benevolent contributing public—a body of people 
who more and more demand that they be shown 
good and wholesome cause to justify their con- 
tributions and who need insinuating proddings to 
keep their purse strings in a befitting state of lax- 
ity. There is no one who can make this potential 
quite so well as the man who lives with the bene- 
fitted institution day and night. The faculty of 
presenting needs and enlisting the forces to sup- 
ply them should be one of the attributes of an 
ideal superintendent. It requires quality to do :t, 
quite as the ability to meet the recurrent queru- 
lousness of feminine committees and sub-commit- 
tees requires quality. No man or woman without 
the supernal gift of tact, and an appreciation of 
the moment when the soft answer, turning away 
wrath, should give place to grim-visaged war—if 
that be sought—can successfully meet this brand 
of institutional avalanche and stem its rush. And 
this, by the way, is real versatility. 

This sort of “daily dozen,” successfully met 
and overcome, is worthy of a champion like Sir 
Galahad and it isn’t within the compass of anyone 
to get the result unless the faculty has been put 
into him, as the “Divine Fire” is put into the 
great lyric singer of words. A real superintend- 
ent is born to do that particular work and if the 
innate urge is not at hand, no individual can be 
led or driven to acquire it, any more than men 
taken from the masses can be fitted to lead sol- 
diers. This does not mean that one can’t be edu- 
cated and learn method, but the fundamentals to 
be molded must be present, and if they be not, 
there will be a large quota of vanity and vexa- 
tion with precious little real accomplishment. 

Someone, with a limited sense of values, has 
epitomized the conduct of a hospital as “glorified 
housekeeping.” That indictment is easily cal- 
culated to beget rabies in the central nervous 
system of anyone who knows the game. Even if 
one does not entirely demur to the indictment, he 
must plead its utter insufficiency, knowing that 
this special glorification is such a minor note in a 
scale that runs from accountancy to zest, with 
twenty-four other stations down the alphabetical 
line. 
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I fancy it is this estimation of the guild as a 
body of housekeepers, which in some measure ig 
responsible for the inept and inefficient people es- 
saying a job that requires a goodly measure of 
genius. We are all familiar with men and women 
of small beginnings and little or no developmental 
chance, who blithely sail in on waters that for 
them are uncharted, and there ensues exactly 
what comes when the sailor ventures on such ex- 
cursions. 

It suggests the story of an ambitious chap in a 
south-western town, who went to the local artist 
to learn how to paint. 

“How much time can you give me?” asked the 
professor. 

“Well,” said the aspirant, “I can give you an 
hour and a half, three times a week for four 
weeks. I’ve got lots of time.” 

“That isn’t too much, but come along anyhow. 
What do you want to paint?” 

“TI want to paint ancestors.” 

“Ancestors, eh? Well, I don’t paint anything 
but boats.” 

“Just the same, I want to paint ancestors.” 

“Sure, what I teach you to do may be ances- 
tors, but they will look like boats.” 

The suggestion isn’t incongruous. 

It is by no means stipulated that a man must 
have a college degree in arts or science to be a 
successful administrator, nor is it demanded that 
he have had contact with the humanities, beyond 
enough to give him the polish that everyone ought 
to have if he is to sustain work which puts him 
into intimate touch with cultured people—a class, 
by the way, sure to cross the path of anyone at 
the head of a hospital. 


Novitiate Is Necessary 


Coming again to the matter of aptitude it is a 
well-known fact that in a body of men as care- 
fully picked as the Medical Corps of the Army, it 
is a rare officer who has the capacity to operate a 
military hospital successfully. Despite college 
degrees and other evidences of high culture, the 
gift that enables a man to lead a hospital as it 
deserves to be led, was significantly rare a few 
years ago, and I presume it is just as rare today. 
If among a body of highly trained, cultured medi- 
cal men, with all that the universities can give 
them, it is difficult to find persons who can guide 
a hospital, what can be expected from the man 
of meager background, sparse training and no 
amplifications, one who is a stranger to the refine- 
ment of feeling and the force of character that 
help the weak and subdue the unruly? The call- 
ing is like matrimony in that it is not to be en- 
tered upon lightly—a novitiate is necessary, and 
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contacts must be had to beget a finished product. 

The idea seems to have currency that any man 
may serve in almost any capacity for a year or 
two in a hospital, and be launched as a fully 
qualified director of a job that requires leadership 
of the first water and a host of heaven-sent tal- 
ents. This country has a large quota of compe- 
tent people who are directing their gifts to the 
work and doing it well, but there are too many 
who by some process of effrontery are foisting 
themselves on the public and on boards of trus- 
tees as specialists in the complex and dangerous 
details of providing for the care of sick and help- 
less people. 

It is rather remarkable, even to a gently criti- 
cal observer, that trustees of the highest business 
acumen, full of enthusiasm and solicitude for 
their hospitals and presumably good judges of 
men, should be willing to accept as the guiding 
hand of their many-sided trust, men who are mere 
clerks of small attainments, or second rate doc- 
tors of medicine. All of us are familiar with both 
types and no one who has studied hospitals can 
have failed to find them. 


Misfits Common in Hospitals 


There are few more manifest misfits in the 
scale of bad adjustments in life than that shown 
by the decadent graduate of a medical school, 
probably for some years on the fringe of a prac- 
tice and, who, by contact with the purlieus of mu- 
nicipal or other and equally bad politics, has at- 
tained the superintendency of a hospital—often, 
be it said in sorrow, the principal place of refuge 
in the community for the defenceless poor. It 
seems at times that any physician is presumed to 
embody as an essential part of his doctorate in 
medicine, the ability to go into hospital director- 
ship, at least for the period of sway vouchsafed 
his friends at the City Hall. Conceding the im- 
probability that the “deserving” one may have 
enough acquisitiveness to learn something of the 
work in two years or some such period, he will 
probably be dispossessed at the end of that time 
by another deserving adherent of the political 
hierarchy. I am cognizant of the history of the 
superintendency of the great municipal hospital 
in one of our largest western cities, and for forty 
years it is the story of a succession of doctors, 
who have forsaken the Minerva of medicine for 
the inferior gods of the political world. I feel 
quite sure that the majority of the men who have 
been set to the work during all these years car- 
ried to it no scintilla of training in hospital ad- 
ministration beyond what they got as interns, if 
perchance they had that fling. 

It isn’t very difficult to assess the reasons for 
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this sort of thing. In the first place, the average 
trustee and local politicians universally, are not 
qualified to pass intelligent criticism on the di- 
rectorate, for the simple reason that they know 
little or nothing about what constitutes a good 
hospital. Its study, or attendance at meetings of 
the board, is a thing apart and a vexatious influ- 
ence requiring an afternoon of precious time that 
might be so pleasantly dedicated to the golf links 
or other valuable diversions. There is little per- 
spective that qualifies them to know whether the 
food is proper, the beds clean and the personnel 
alive to its trust. Further than this, many trus- 
tees don’t know how to adequately measure the 
values or delinquencies of the man to whom they 
confide their sacred agency. 


Salaries Are Inadequate 


Secondly, there is the inadequacy of pay which 
is forced on the institution by an equal inadequacy 
of resources or an underestimate of the value of 
good superintendence. Fitting endowments are 
not cheap and it is folly to expect that they can 
be bought for a niggardly outlay. One may pro- 
mote a clerk and even pay him more money than 
he got in his proper sphere, but that process 
doesn’t by any means incarnate a superintendent. 

Thirdly, there is a tendency to the delimitation 
of the function of the superintendent to the de- 
gree that it repels a man of becoming self-respect 
from the position. It is not uncommon to find a 
medical hierarchy who would exclude the respon- 
sible head from everything but the rattle of the 
pots and pans and the area of the hospital kit- 
chen. The sacrosanct star chamber of the medical 
board never learns of the presence of the man 
who lives, or ought to live, with the place day and 
night and he is denied any voice in deliberations 
that lead to decisions of the most vital import to 
the institution. It amounts to putting the brand 
of the rank outsider on the man, who aside from 
matters of strictly professional concern, ought to 
know—and reasonably does know-—more about 
the place than any other person in it, whether the 
incumbent be a medical man or a layman. 

A clever man has defined red tape as the pur- 
suit of administrative detail beyond the limits of 
practical advantage. This excursion is supposed 
to be the chief indoor sport of central govern- 
ments, bureaucracies and all those agencies of 
modern life wherein work is manufactured in or- 
der that pay may be drawn. If one seeks a “tape 
and sealing wax office’ where the click of the 
typewriter takes the place of the living voice in 
discussions of all sorts of trivial, small questions, 
his quest can be met in many modern hospitals, 
wherein the superintendent may be informed, let 
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us say, that the medical board does not view with 
favor the granting of a half day’s leave to the 
second man in the operating room, or the mopping 
of the central corridor after eight-thirty in the 
morning. This sort of scriptorial interlude is 
baneful and exasperating and the worst of it is 
that it goes on and blocks real teamwork. No 
self-respecting man likes an overlordship that 
views a comprehensive work from a narrow view- 
point, taking out of the picture its rightful per- 
spective. 

Another reason for the comparative rarity of 
men of the first water is the smug attitude that 
denies adequate assistants to the shoulders which 
carry the burden. It is so often the case that the 
head has to work with an insufficient staff and 
unless he is especially replete with the old trus- 
tee’s iron endowment, he will probably crack un- 
der the strain. 


Schools for Training Offer a Solution 


With the seven thousand hospitals in our fa- 
vored country to demand it, there are indications 
that a better state of affairs is in the offing and 
competent men and women are earning better 
treatment of themselves, with a more befitting 
appreciation of their calling. The ability to meet 
diverse problems of finance, equipment and lead- 
ership enforces better emolument and compels 
more consideration to him who speaks with au- 
thority based on worth. 

Many things must have wrinkled fronts 
smoothed out, and to the writer’s mind there is 
suggested a solution in the creation of schools 
where one may learn hospital direction as one 
learns other serious things. There is ample war- 
rant for the establishment of such schools in our 
greater universities where, for instance, one 
could follow business courses in accountancy, etc., 
for two years and be put to special training in 
hospital work from the laundry to the library for 
another two years. There is no reason why the 
latter two years should not be spent in an ac- 
credited hospital, directed by a man of inspiring 
quality and superior teaching ability, quite as a 
medical student gives an intern year to the com- 
pletion of his work for his degree in medicine. A 
satisfactory report to his university from the 
hospital would put the hall-mark on the student 
as one who was qualified to undertake the work 
as a specialist, with a good substructure on which 
to build for future excellence. Given the neces- 
sary qualities of mind, heart and body, with an 
appropriate enthusiasm for the work, and hos- 
pitals throughout the country would, it is be- 
lieved, supply a scale of compensation, enough to 
attract men of excellent attainments to the work. 
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Many years now misdirected at other and unre- 
lated things, would center on learning one’s ulti- 
mate calling early in life. Certainly much of life 
put to the study of medicine might be conserved, 
As there are many men in this country today who 
earn good salaries and acquire real merit, so there 
is plenty of room for more of their kind. 

This will continue just as long as the work 
continues to have affixed to it a value far beneath 
its just deserts. Immature and incompetent 
people will find encouragement to emerge from 
the back offices of other hospitals to go out and 
assume the direction of activities far beyond the 
ken of any half-baked product. It is realized 
that trustees of the smaller hospitals have to ac- 
cept the half-loaf at times, but if they had a cen- 
tral source of supply, whence people of knowl- 
edge and promise might be drawn, constantly re- 
curring changes would be lessened. 

To one who has watched with pleasure and con- 
fidence the growth of the American Hospital As- 
sociation, there is reason to hope and believe that 
if that potent body of men will undertake to prop- 
erly present the desideratum sketched above to 
our university councils, the latter will undertake 
the provision of the required opportunities. It 
seems reasonable to think that the educational 
stress given the modern hospital is a most useful 
and powerful fulcrum for giving the matter 
proper impetus. 

America leads the world in hospitalization, both 
from the physical standpoint and from that of 
the personnel engaged in the work. If one doesn’t 
accept that statement in its entirety he has no 
knowledge of the great gulf which separated our 
brand of attention to the sick and wounded, from 
that accorded those unfortunates by our clever 
and esteemed associates in the war. Not for 
nothing did Thomas Atkins and the poilu of Ver- 
dun radiate the smile of supreme content under 
the ministrations of an A.E.F. hospital personnel. 
The base hospital unit was the crux of the happy 
situation and, as in the past so in the future, good 
units will proceed from good hospitals and both 
will only paraphase good superintendency. 





SPECIAL PERSONAL SERVICES 


One southern hospital has built quite a reputation for 
its excellent service. When a patient enters, the hospital 
takes his or her clothes and presses them. Shoes are 
shined and the hats placed in a special paper bag placed 
on a shelf in the closet; the clothes are hung on hangers 
and the shoes placed on special shoe forms. When the 
patient is ready to leave he or she can step into clothing 
that is in good condition. If the patient desires he can 
also have his clothes or hat cleaned, his laundry done, 
ties pressed and shoes repaired. 
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WHAT A SMALL COMMUNITY HAS ACCOMPLISHED 


By A. H. Curtiss, 


Brown Memorial Hospital, Conneaut, Ohio 


ated on the west outskirts of Conneaut, 

Ohio, is an up-to-date and complete small 
hospital and a lasting monument to community 
pride, loyalty and unselfishness, as well as a trib- 
ute to civic ambition and team work. 

The hospital represents an investment of ap- 
proximately $110,000 and was made possible 
through the generous gift of William H. Brown, 
banker of Conneaut, who donated the site and 
brick residence that form the nucleus of the 
building (valued at $30,000), and through the 
ungrudging liberality of hundreds of men, women 
and children of the community who through a 
period of several years contributed the $80,000 re- 
quired to construct and equip the new building. 
Contributions to the hospital fund ranged from 
the pennies, nickles and dimes of the school chil- 
dren to the dollars and hundreds and thousands 
of dollars of individuals and corporations. 

The building stands in a spacious plot of land 
having a frontage of 250 feet and a depth of 825 
feet. Beautiful grounds surround it and in the 
large garden flowers abound and blossom from 
spring to fall, forming a pleasing display and a 
source of supply for decorating the sick rooms. 
The garden supplies vegetables and fruits in such 
abundance that there is often a quantity to be 


Bice: Memorial Hospital, beautifully situ- 


Brown Memorial Hospital, Conneaut, Ohio 


sold after the needs of the hospital have been 
amply satisfied. There are flocks of chickens, too, 
to the benefit of the hospital’s daily bill of fare, 
and an interesting feature of the operation of 
the hospital cuisine is the annual fall ingathering, 
when individuals, women’s clubs, churches and 
small communities surrounding Conneaut vie 
with one another in contributing to the hospital 
canned fruits, jellies and other eatables of all 
kinds to be stored for winter use. 

The hospital, a fireproof, brick building, was 
formally opened on April 11, 1922. It is regarded 
as a twenty-five bed institution, but has cared for 
as many as thirty-five patients at one time and 
the approximate emergency limit at this time is 
forty persons. 

On the ground floor is an entrance hall, wait- 
ing room and small solarium across the front. 
Running the entire length of the building is a 
wide hallway with rooms opening off on either 
side. On the first floor are the superintendent’s 
offices, a consulting room, pharmacy, diet kitchen, 
several bathrooms and lavatories, eight private 
rooms and a men’s ward with small solarium. The 
minor operating room is also on this floor at the 
rear of the building. 

On the second floor are ten private rooms, a 
men’s ward, women’s ward, diet. kitchen, bath- 
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rooms and lavatories, and 
the major operating 
room with sterilizing 
room adjoining. At the 
front is a large solarium 
and a smoking room. 

In the basement are 
the demonstration and 
lecture rooms, nurses’ 
dining room, employees’ 
dining room and private 
rooms, kitchen, x-ray 
and dark rooms, storage, 
boiler and coal storage 
rooms. 

The interior decora- 
tion scheme is mahog- 
any, white enamel and 
buff. The doors are of 
mahogany, and the other 
woodwork is finished in 
white enamel. The walls 
are of a delicate, neutral 
buff tint, and the general 
effect is quiet and restful. 

The furnishings in all rooms were donated by 
individuals, clubs, and other organizations. The 
entire equipment, excépt chairs, is made of steel 
finished in gray, ivory, mahogany, and walnut. 
Most of the chairs are of wicker finished to match 
the other furniture. In each private room is a 
frame bed, a rocking chair, a straight-back chair, 
a chiffonier, and a stool. 

The signal system is known as the “silent call” 
system, electric bulbs being lighted instead of a 
bell ringing when a call button is pushed. There 
is a call button at each bed. All calls come to a 
small desk and the lighting of miniature electric 
bulbs informs the nurse of the origin of the call. 
In addition, two vertical rows of larger bulbs are 
placed at the end of the corridor on each floor and 
these flash simultaneously with the desk lights. 
Hence, the signal is plainly visible to the nurse 
from any point in the halls. 

The building has an automatic electric elevator 
and is heated with a vapor heating plant. 

The constitution and by-laws of the Brown Me- 
morial Hospital Association provide that mem- 
bers of the controlling board, of whom there are 
fifteen, shall be elected annually at a meeting for 
that purpose. The board then meets to name its 
officers and committees who are to serve for the 
coming year. The board names the chairman of 
the ladies’ auxiliary who, in turn, organizes the 
auxiliary. Under the direction of the board of 
fifteen, the superintendent and matron supervise 
and guide the hospital organization and activities. 
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Operating room at Brown Memorial Hospital. 


Jessie Hubbard has been matron of the hospital 
since its inauguration. The matron is in charge 
of the nurses’ training school and under her su- 
pervision are student and graduate nurses. 

During the course of construction of the new 
hospital and the first trying months of its open- 
ing and operation, there was no change in the 
managing board, it being thought best to retain 
those familiar with the project for the sake of 
efficiency and expediency. To the integrity, faith- 
fulness, business acumen and general ability of 
these men goes the major part of the credit for a 
remarkable accomplishment. They were most 
ably seconded by the indefatigable members of 
the auxiliary and countless others, all working to- 
gether for the common good, so that in the final 
analysis the hospital stands out as a testimonial 
of the progressiveness, generosity and spirit of 
cooperation of the entire community. 

Not only did the community erect the building 
and equip it, but a sustaining organization, the 
Brown Memorial Hospital Association, has been 
formed with an initial membership of 600, each 
member of which pays annual dues of five dollars 
that go for the maintenance and operation of the 
hospital. 

The price schedule of the hospital is as fol- 
lows: room rates, $25 to $35 per week; ward bed 
rates, $18 per week; major operating room fee, 
$10; minor operating room fee, $5; cribs in infant 
room, 50 cents per day, including clothes and 
laundry } maternity room fee, $5. 
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COMMUNITY RESPONSIBILITY OF HOSPITALS* 


By E. H. Lewinski-Corwin, Ph.D., Director, Hospital Information Bureau of the United Hospital 
Fund of New York, 
New York 


hospitals. By this term is meant a hospital 

in which, under the law, no profit can accrue 
to the hospital corporation. If the financial sheet 
of such a hospital shows no deficit, and even if 
it shows a surplus, it does not cease to retain its 
fundamental character. In spite of the fact that 
it does not have to appeal to the community for 
funds, having either large endowments or suffi- 
cient income from its operation, it continues to 


fulfill its basic purpose, 


T = theses of this paper apply to community 


community, its extent and general character; the 
second requirement is a knowledge of the extent 
and character of hospital and other private and 
public health services already available, as well 
as of the housing and other social conditions in 
the community. A third requisite for the tormu- 
lation of the policy is a definite ascertainment of 
how much of the bed capacity should be assigned 
to private, semi-private and ward services. 

The future needs should be studied and a states- 
man like attitude should 
likewise be taken with 





it administers chari- 
table trust funds left 
for the benefit of the 
community and it en- 
joys exemption from 
taxation. 

At the outset, I de- 
sire to state that in the 
present discussion of 
the community respon- 
sibility of hospitals only 
certain phases of this 
responsibility will be 
considered. A hospital’s 
responsibilities are as 
numerous as are its so- 
cial ramifications, and 
they imply not only the 
obligations of the hos- 
pital to the community, 
but also the reciprocal 
relation of the commu- 
nity to the hospital. In 
a brief paper all these 
matters cannot be dis- 
cussed adequately. I 





A Moral Obligation 


HERE exists a general] tacit under- 

standing on the part of the public 
that on assuming office hospital trustees 
have accepted a moral obligation with 
respect to the community and to those who 
come to the hospital for treatment. A 
part of this tacit understanding, which 
exists and which the average person takes 
for granted, is the assumption that the 
medical men associated with the hospital 
are selected on the basis of merit and for 
no other reasons, that the resident staffs 
of physicians and nurses as well as other 
employees are well supervised, and that 
no negligence of any kind, no discourtesy, 
no discrimination are tolerated. The pub- 
lic not only assumes these things but has a 
right to these assumptions, and it is the 
responsibility of the hospital to see that 
this tacit trust is properly discharged. 


reference to providing 
for out-patient, conval- 
escent and chronic pa- 
tients. 

The relation of the 
hospital to the patients 
and their families, to 
its medical staff, to its 
nursing staff, to the of- 
ficers of administration, 
to the various social 
and scientific agencies 
in the community as 
well as to the medical 
profession generally, 
are important consider- 
ations in the formula- 
tion of a policy. 

The existence of a 
hospital with all its 
equipment and staff 
does not create a com- 
munity hospital, it 
merely affords means 
for segregating the sick. 








shall therefore limit 
myself to the consideration of a few main points. 
One of the fundamental obligations of a group 
constituting the board of trustees of a hospital is 
the formulation of an adequate community policy. 
Many a hospital plan has failed because of the 
lack of an intelligent policy on the part of those 
responsible for building the hospital. The formu- 
lation of the policy depends on many factors and 
is often crippled by self-imposed limitations. 
The first requirement of a hospital policy is a 
knowledge of the morbidity prevalence in the 





_ *Paper read before the meeting of the American Hospital Asso- 
ciation at Louisville, Ky., October 18, 1925. 


Most of them could be 
treated by the same physicians in their homes. 
The important feature which differentiates the 
treatment in the hospital from that in the 
patient’s home is the opportunity it offers for or- 
ganized and supervised team work, for critical 
analysis of the performance, and for the advance- 
ment of standards of medical education and 
practice in the community. This assurance to the 
community that the practice of medicine in the 
hospital is of the highest type attainable and that 
it sets the pace and promotes the best type of gen- 
eral practice in the community, constitutes the 
civic responsibility of the hospital which is of 
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equal importance with that of the actual care of 
the sick within the hospital. 

Through the American College of Surgeons 
medical men themselves, to their everlasting 
credit, created the machinery for control of their 
work and for raising the standards of perform- 
ance. It is a social obligation devolving upon the 
trustees to strengthen by every possible means 
the efforts of the American College of Surgeons, 
so that the minimum standards that have been 
formulated by the college should not become a 
mere parade uniform qualifying the hospital for 
endorsement by the college, but rather a real, liv- 
ing, keen appreciation of community responsibil- 
ity. The proceedings of the medical and surgical 
conferences in the hospital, the results of per- 
formance, and the “calamity book” of the hos- 
pital, should be of as vital importance to the trus- 
tees in the discharge of their community responsi- 
bility as are the financial balance sheets. 


Obligations Not Limited to Staff 


With regard to medical practice, the hospital’s 
obligation is not limited to the physicians and 
surgeons on its own staff. Medicine has become a 
highly progressive science requiring many an- 
cillary departments for its practice, and the hos- 
pital has the responsibility of supplying the phy- 
sicians in its community with opportunities of 
periodical contact with the best hospital practice. 
In another connection,' I have outlined a plan 
whereby, it seems to me, it becomes feasible for a 
larger number of physicians in the community 
to acquire hospital connections than is the case at 
the present time. I am not arguing for “‘open” 
hospitals, but for a method of procedure whereby 
the so-called “closed” hospitals can offer hospital 
opportunities to a larger number of physicians 
and can utilize more generally their facilities for 
diagnostic service and for teaching. 

The enormous increase in the number of hos- 
pitals has made it possible for most, if not all, of 
the graduates of medical schools to obtain intern- 
ships, if they so desire. In the large majority of 
instances this opportunity is taken advantage of, 
although only a few states make a year’s hospital 
residence obligatory for licensure. In some in- 
stances, I believe it is obligatory for an M.D. de- 
gree. This to my mind is a very desirable re- 
quirement, and I believe that all the states should 
go a step further and, in cooperation with the 
American Medical Association, certify hospitals 
for intern training, so that the year or two spent 
by an intern in a hospital will really be a year of 
work under competent direction and not mere 
drifting. The responsibility of the hospital in 
this field of training is increasingly recognized 
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and should be discharged with ready cooperation 
in the interest of the treatment of patients as well 
as of the training of physicians. 

Aside from food service no other branch of hos- 
pital administration is so frequently an object of 
criticism by the public as that of nursing. This 
criticism is often unjust, and patients are fre- 
quently not willing or able to realize the diffi- 
culties under which the hospitals labor in supply- 
ing an adequate amount of competent and courte- 
ous nursing service. The criticism, nevertheless, 
persists and is in certain ways well-founded. The 
hospital may not be responsible for certain defi- 
ciencies, but the community does not understand 
the difficulties under which the hospital labors in 
this connection and which are beyond its control. 
Institutions should make an effort to set the prob- 
lems of the nursing situation clearly before the 
public and to define the extent of their own com- 
munity obligation in the matter. 

With the enormous increase in hospital facili- 
ties on one hand, and the expansion of opportuni- 
ties that have opened up for women in all 
branches of life and work on the other hand, the 
difficulty of obtaining an adequate supply of the 
proper kind of women to do nursing is constantly 
becoming greater. Furthermore, the just de- 
mands of nurses for good living quarters, proper 
training, and shorter hours of work, and the 
onerous and often impractical restrictions of some 
state educational authorities are making the sit- 
uation still more difficult in and outside of hos- 
pitals. 


Civic Responsibility of Hospital 


The forces governing the demand and supply 
of nurses are beyond the control of hospitals. 
The hospitals should make the community recog- 
nize this fact. The discharge of its civic obli- 
gation by the hospital is fully met when it pro- 
vides the best facilities possible for the training 
of qualified nurses, by inculcating in them a spirit 
of genuine service, and by making the living and 
working conditions for them in the hospital as 
pleasant and conducive to the best results as pos- 
sible. 

In New York State we are by law allowed to 
train another group of nurses called “nurse at- 
tendants.” Their educational requirements for 
admission to the course are lower than in the case 
of nurses, and their training is of nine months’ 
duration. Not much has been done as yet by 
the hospitals in training this type of attendant. I 
believe, however, that the exigencies of the situa- 
tion may call for the training of this subsidiary 
type of nurse in larger numbers in order that the 





1. THe MoperRn HospitTat, November, 1925, p. 379. 
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nurses may be relieved of certain types of serv- 
ice in and outside of the hospitals. I believe the 
hospitals should take greater interest in the train- 
ing of the nurse attendant as a part of their 
responsibility to the community for the training 
of caretakers of the sick. 

To summarize this part of my statement, I shall 
re-formulate it by saying that with regard to 
nursing care the community obligation of the hos- 
pital is to provide clinical opportunities for the 
training of such type or types of caretakers of 
the sick as the combined wisdom of the organized 
medical profession and of the educational special- 
ists may determine. How the instruction in non- 
clinical subjects should best be carried out is not 
a matter of vital concern for the hospitals; their 
duty is to see that the services of the pupil nurses 
are properly supervised, that they are discharged 
with care and devotion to the task, that the pa- 
tients receive an adequate amount of nursing 
care, and that kindlinéss permeates the relations 
between nurses and patients. 

The community is entitled to information with 
regard to the services performed by the hospitals 
and those involved in furnishing such services. 
The machinery devised for this discharge of a 
community service on the part of the hospitals is 
the annual report, which as a rule is inadequate 
in that it usually deals somewhat too much with 
“the dry bones of housekeeping and the hotel reg- 
ister,” and very little with the vital thing— 
the medical and surgical services rendered. I do 
not advocate publication in an annual report, 
which is intended chiefly for the laity, of detailed 
medical statistics, but certain facts, properly in- 
terpreted, as to what the hospital has accom- 
plished during the year are essential. The more 
the community is apprised of the real problems 
and achievements of its hospitals, the more likely 
it is to take an intelligent interest in them. 


Medical Statistics Should be Available 


Medical statistics, however, ought to be made 
available in some form for the benefit of medical 
science and demography, and by making these 
available the hospital would discharge a very im- 
portant community responsibility. When you con- 
sider that there are upwards of half a million 
hospital beds in the United States, and that prob- 
ably about seven million persons are cared for 
in hospitals in this country annually, you realize 
what an enormous contribution the hospitals 
could make to the understanding of the problem 
of disease in its various ramifications, if in some 
way the cumulative experience of these hospitals 
could be made available. As it is, this vast and im- 
portant reservoir of information is not utilized, 
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except perhaps in a limited way by each institu- 
tion for its own immediate purposes. 

In larger cities machinery for the collection of 
such statistics could easily be organized. Such 
central bureaus of information would give the 
hospitals of the community a great deal of valu- 
able information concerning hospital needs, prob- 
lems and achievements. Moreover, a central sta- 
tistical office would be in a position to render 
valuable service to member hospitals at a cost 
lower than if the hospital should attempt to do 
the work independently. Furthermore, it would 
furnish them with a basis for vital comparisons 
prepared on a uniform basis. 


Statistical Units Must be Comparable 


In making comparisons, it is essential that sta- 
tistical units be strictly comparable. Hospital 
mortality affords a good example of using com- 
parative statistics with a grain of salt. Some 
hospitals do not include in their mortality rate pa- 
tients dying within twenty-four or forty-eight 
hours after admission, while others do. In the 
case of surgical mortality and the statistics of 
end-results, the latitude is much greater. It is 
arbitrary to set a limit of time within which a 
death following an operation is ascribed to it or 
to say that the end-result is to be judged by de- 
velopments within such and such a period. Arbi- 
trary and erroneous as some of the assumptions 
may be in the case of surgical statistics, they 
would become much more amenable to compari- 
son if all were subject to the same degree of error, 
that is, if there existed a uniform rule of statisti- 
cal procedure. Central statistical editing is more 
likely to bring about comparableness than are 
scattered endeavors. There is evidently a need 
of this kind of service, as evidenced by statements 
of eminent surgeons. Dr. Harvey Cushing of Bos- 
ton, discussing the surgical experience of his hos- 
pital and the desirability of comparable figures 
from other hospitals, states: “It would be an ex- 
ceedingly desirable thing if . ... steps were 
taken to systematize these matters and to in- 
augurate a uniform method of presenting the 
surgical reports from all major hospitals in the 
country. If this were done our hospital reports 
might become of greater clinical value for ref- 
erence than many of the occasional papers in 
medical literature, and I see no reason why they 
should be surrendered, as many of them are, to 
the administrative activities of the institution 
alone, which, after all, are merely incidental to the 
main purpose of the institution—the professional 
care of the patients.” 





1. Sixth Annual Report for the Year 1919, Peter Bent Brigham Hos- 
pital, Boston, p. 73. 
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Dr. William J. Mayo in an address before the 
clinical congress of the American College of Sur- 
geons at Montreal in 1920 stressed the value of 
the “study of the mass of surgical material.” He 
says: “In order to secure a perspective that will 
not be distorted by the minutizw, the mass rather 
than the details should be considered. Such an 
investigation will sometimes point out a way by 
which an intensive study of outstanding failures 
may be made to yield valuable suggestions.’ 

Dr. Eugene H. Pool, in a discussion of end- 
results before the clinical congress of the Ameri- 
can College of Surgeons at Boston in 1922, said: 
“The knowledge of the results of types of opera- 
tions and the amenability or resistance of various 
lesions to surgical efforts is of inestimable value 
to the surgeon. The most effective, far-reaching 
instruction is derived from the grouping and an- 
alysis of an accumulated mass of these cases.’”” 


Personal Interest in Patients 


Through the social service department, the hos- 
pital gives effective evidence that its interest in 
the patient is not confined to his progress while 
in the institution. This responsibility should be 
made to extend a little further. Proper con- 
valescence has been recognized as an indispens- 
able part of the care of the sick. As Dr. John 
Bryant has pointed out, on the basis of a vast ex- 
perience: “The average patient who has been suf- 
ficiently ill to require the average length of stay 
of three weeks in a hospital for acute diseases, 
has also been sufficiently ill to require an addi- 
tional average period of three weeks under ob- 
servation in a convalescent home.’* Very often 
the good accomplished in the hospital is wholly or 
partially undone by the lack of proper convales- 
cent care. 

The extension of institutional convalescence to 
those who for one reason or another cannot ob- 
tain proper convalescent care in their own homes 
will be directly or indirectly provided by hos- 
pitals that take a real interest in their patients. 
Ample convalescence facilities make it possible 
for hospitals treating acute conditions to dis- 
charge patients earlier, in this way increasing, so 
to speak, the effective hospital facilities of the 
community and providing care in an atmosphere 
more conducive to recovery and at a lower cost 
than is possible in an acute hospital. The move- 
ment for institutional convalescence is gaining 
momentum. 

This cannot be said, however, of provision for 
the chronically ill, which has been a sadly neg- 





1. Surgery, Gynecology and Obstetrics, Feb., 1921, pp. 97-102. 
seat’ os ea American College of Surgeons, Vol. VIII, No. 2, Jan., 

» D. . 

8. Boston Medical and Surgical Journal, Jan. 25, 1923. 
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lected phase of our hospital policy. The existing 
hospitals for the care of people afflicted with ail- 
ments generically and dismally known as chronic, 
are too few and, with several notable exceptions, 
are not conducted on the highest plane of scien- 
tific medicine. In many instances, these hospitals 
are designed for custodial care of hopeless cases. 
There is need for institutions of this type, but 
what is urgently needed in addition are hospitals 
where chronically but not hopelessly ill patients 
can be salvaged and reclaimed, institutions simi- 
lar to the sanatoriums for the treatment of tu- 
berculosis. Many of the chronic patients are not 
adequately cared for in the out-patient depart- 
ments to which they apply, and many others fall 
a prey to various charlatans or cults. The suf- 
ferers from the various rheumatic diseases; from 
cardiac and vascular troubles of various kinds 
and degrees; those with mucous colitis, and other 
gastro-enteric diseases who cannot carry out the 
required mode of life in their homes; those with 
affections of the neuromuscular system; with leg 
ulcers; renal affections; orthopedic cases and 
many others, require the facilities of such special 
institutions. Dr. Ernst P. Boas, medical director, 
Montefiore Hospital for Chronic Diseases, New 
York, and Dr. W. C. Rappleye, formerly superin- 
tendent, New Haven Hospital, New Haven, Conn., 
and others have called attention to the need of 
study of the progress of chronic diseases, and 
such hospitals when properly manned will offer 
an opportunity for such study. Hospitals can 
hardly shirk their community responsibility in 
providing for the adequate study and care of this 
huge group of sufferers whose need of proper hos- 
pitalization is so imperative. 


Lack of Provision for Emergency Cases 


There are only two more points which I should 
like to bring up in this limited paper. One is the 
lack of provision in the smaller communities of 
isolation units in the hospitals to take care of 
emergency cases of contagious disease. A tragic 
incident was recently reported by the New York 
State Department of Health.:' A child was taken 
severely ill with sore throat in the country near 
a small city, and the mother who was a summer 
resident brought the child to the hospital. The 
admitting physician recognized the case as that of 
diphtheria and refused to admit it. The child 
was already in a moribund condition and the sug- 
gestion was made that it be taken to the office of 
the health officer of the town. When the child 
was finally brought to the office of the doctor, it 
was dead. The report of the health department 


1. Health News. New York State Department of Health. Vol. 11, 
No. 37, Sept. 14, 1925. 
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comments upon the case thus: “Just what, if any, 
moral obligation rests upon a hospital in the face 
of such an emergency is a question of judgment 
that could be determined only with all the facts 
at hand,” and points out as follows what seems 
to be a clear community responsibility on the part 
of the hospital: “There should be provided in 
every city, by some means, a place in which cases 
of communicable disease may be isolated, and 
eared for in emergencies. If there is a general 
hospital this would seem to be the logical place.” 

With the modern emphasis upon prevention of 
disease, the hospital cannot afford to abstain from 
an active and direct part in the movement for 
health promotion. The idea of periodic medical 
examinations of the well or apparently well is 
taking root, and the hospital would be discharging 
a very important function and community re- 
sponsibility if it placed its facilities at the dis- 
posal of this important health crusade. 

As I stated in the beginning, within the com- 
pass of a short paper only a limited number of 
community responsibilities can be touched upon. 
From this brief list of the long array of commu- 
nity responsibilities of the hospitals, one can eas- 
ily draw the deduction that there is hardly any 
other institution in the social structure that has 
so many community responsibilities of so vital a 
character as has the modern hospital. 





TISSUE LABORATORY SHOULD BE NEAR 
OPERATING ROOM 


“Many larger hospitals today find it advantageous to 
have one or more small working laboratories scattered 
throughout the wards and subsidiary to the main depart- 
ment,” according to Dr. M. T. MaeEachern, associate di- 
rector, American College of Surgeons. “Frequently we 
find the tissue laboratory placed in or adjacent to the 
operating room suite, so as to be more readily accessible 
for gross and microscopic examination of all tissues re- 
moved at operation. An arrangement of this kind has 
three distinct advantages: (a) It minimizes errors in 
identification of specimens; (b) it tends to better preserva- 
tion of natural appearances and qualities of the specimens 
removed by shortening the time of transportation; (c) it 
affords closer association between the surgeon and the 
pathologist. This arrangement is always commendable. 

“Ward laboratories are of distinct advantage to the 
clinician and the intern, provided they are under proper 
supervision. Personally, I favor the consolidated labora- 
tory system where the facilities, technique and personnel 
can be kept under constant proper supervision. I would, 
however, make one exception to this, as mentioned above, 
that is, the having of the tissue laboratory in or adjacent 
to the operating room suite if the whole department can- 
not be so located. I believe that too many small labora- 
tories scattered throughout the institution renders im- 
possible proper supervision of equipment, technique and 
workers, and, therefore, inaccuracies in technique and in- 
terpretation may result. We all realize full well that bad 
laboratory work is worse than none at all.” 
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HOW FAR SHOULD A HOSPITAL FINANCE 
SOCIAL WORK? 


By Alice M. Cheney, Director, Social Service Department, 
Peter Bent Brigham Hospital, 
Boston, Mass. 


Is it the responsibility of the hospital to finance all the 
activities of the social service department, or may it 
rightly devolve on the members of the community to as- 
sume part of the cost of its maintenance? Let us examine 
the following case taken from the files of a hospital socia] 
service department: 

A married English woman forty-five years old was re- 
ferred to the social service department for the purpose of 
adjusting her home cares for a short period of hospitali- 
zation, necessitated by an operation for carcinoma of the 
breast. The prognosis was hopeful, provided that the 
operation could be performed immediately. 

The patient was a woman of very moderate circum- 
stances whose husband was employed as a family chauf- 
feur earning $35 a week. Home conditions were good. 
There were five children ranging from fourteen to six 
years. One child was in a sanatorium for incipient tu- 
berculosis but was about to be discharged. The youngest 
child had a cardiac disturbance. 

This represented a problem in which the mother of a 
family of five needed to enter the hospital for an op- 
eration, but was unable to plan for the care of the chil- 
dren, should she do so. The social treatment involved the 
placing of three children in the foster home of a children’s 
agency, arrangement for the care of the child with heart 
disease in a children’s convalescent home, and obtaining 
the permission of the tuberculosis sanatorium to extend 
the stay of the child one month longer. 

In this case the worker spent much time making ad- 
justments for members of this family with whom the hos- 
pital had no direct contact. Of course, making such ar- 
rangements whereby individuals may have necessary 
treatment is a vital factor in enabling the hospital to 
function to its fullest extent. Moreover, if this is not 
done the individual and his family may become a per- 
manent burden to the community. 

But should the entire cost of this needed reconstructive 
and preventive work for the patient and the family be 
borne by the hospital through its social service depart- 
ment? 





METHODS FOR JUDGING AND BUYING EGGS 


In one Michigan hospital, every egg is carefully tested. 
For this purpose a cardboard cylinder that fits over 
electric light is used. This has an opening a little smaller 
than the diameter of an egg. The egg is held before this 
hole in the cylinder, with the broad end upward, so that 
the light can then be seen through it. If the egg does 
not fill the shell, it is not perfectly fresh, and the more 
air space there is in the egg the older it is. The outline 
of the yolk should be perfectly clear and round. A dark 
haze or cloud indicates that it is bad. Eggs that are 
shipped some distance invariably shrink somewhat so it 
is almost impossible to get those that have no air chamber. 

There are only two ways to buy eggs so that one can be 
sure that the count is correct. One method is by counting 
each layer to see that there is no shortage and the other 
is to buy by weight. The latter method is successfully 
used in a large New York hospital. It has been found 
that each case should weigh thirty-eight pounds. A few 
eggs short will show up very quickly on the scales. 
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ESSENTIALS FOR EFFICIENT LABORATORY SERVICE 


By Ellis Kellert, M.D., 
The Ellis Hospital, Schenectady, N. Y. 


the ground or basement floors. To this 
no objection is offered, providing there is 
adequate light and ventilation. Large windows 
and northern exposures are no longer considered 
necessary for laboratories because of the present- 
day perfection of artificial light which closely 
approximates daylight. In fact for microscopic 
study artificial light is usually preferred because 
it is constant and the intensity can be easily regu- 
lated. 
Since it is desirable that members of the staff 
be in constant touch 


Mitte hospital laboratories will be found on 


In every community students will be found well 
adapted to the work and many good laboratory 
assistants have been so developed. When these 
workers qualify they invariably obtain positions, 
The teaching atmosphere thus obtained in the 
laboratory is a distinct asset and the additional 
time and money involved are well spent. 


Discriminate in Research Work 


Research is a much abused term and should 
be discussed with caution. There is entirely too 
much purposeless investigation in many hospital 

laboratories. Most of 





with the laboratory, the 
location of this depart- 
ment on the ground 
floor may be an advan- 
tage, for it will encour- 
age frequent visits by 
attending physicians 
who may be reluctant 
to go to a laboratory on 
the top floor or in a sep- 
arate building. The lat- 
ter location tends to iso- 
late the laboratory 
group from the other 
hospital departments 
and a Similar effect is 
noticed when the lab- 
oratories are situated 
on the top floors. Since 
the bulk of the work is 
performed in connec- 
tion with the medical 
service, the ideal loca- 


nature of research. 


ports. 





Relative Values 


ABORATORY service, even of routine 
character, in order to be of real value 
must be regarded by the worker as in the 
If this attitude is cul- 
tivated then the highest quality of labora- 
tory service is assured the hospital. 
most important factor in good laboratory 
work is the attitude of the personnel. The 
laboratory should have an _ enthusiastic 
staff who regard its various tests as scien- 
tific problems rather than as mere routine. 
A well equipped laboratory is not neces- 
sarily a good one and glittering incubators 
and centrifuges do not mean accurate re- 
It must be realized because of the 
peculiar type of service rendered that 
honesty in performance is the prime es- 
sential to efficient laboratory service. 


these departments are 
organized and support- 
ed for the purpose of 
yielding information of 
immediate practical 
value and if the chief 
energies of the staff are 
to be devoted to re- 
The search then the routine 
will suffer. 

The inquisitive and 
the investigative mind, 
however, betoken the 
true laboratory worker, 
and the research atmos- 
phere should be main- 
tained. To accomplish 
this part of the time of 
the especially skilled 
members of the staff 
should be devoted to 
scientific investigation. 
This may take the form 








tion for the laboratory 
is the main floor adjoining the medical wards. 
Each hospital laboratory may plan its activi- 
ties under three headings—routine, teaching and 
research. The routine should be of primary im- 
portance and maintained on as high a plane as 
possible. This should be insisted upon by the 
medical staff. Teaching, where the laboratory is 
not connected with a medical school, will neces- 
sarily be restricted. If a nurse’s training school 
exists at the hospital practical courses in the ex- 
amination of the blood and urine may be offered 
by the laboratory in addition to the usual lectures 
in pathology and bacteriology. Also young people 
with a high school education and inclined toward 
science should be encouraged to take up the work. 





of original research, the 
trial of new laboratory methods or the corrobora- 
tion of published investigations. Even the latter 
is exceedingly useful, as it develops the technique 
of the individual and gives him considerable spe- 
cialized information. There is little doubt that 
scientific workers who can divide their time be- 
tween routine and research are the happiest and 
perhaps the most productive of their group. 

It is generally agreed that where the volume of 
work so warrants the head of the hospital labora- 
tory should be a physician. The diagnostic labo- 
ratory is the chief prop of modern medical prac- 
tice and the practitioner must turn constantly to 
the laboratory for aid. If there be in the depart- 
ment a medically trained worker to whom mem- 
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bers of the staff can explain their cases and from 
whom they can receive suggestions as to the most 
useful laboratory procedures then the diagnostic 
efficiency of the hospital will be greatly enhanced 
and a spirit of cooperation and mutual under- 
standing will prevail. Where the workers are 
all non-medical technicians and not under medical 
supervision, physicians are more likely to question 
laboratory reports that do not corroborate clini- 
cal observation and deduction, the results of 
which, however, are so often contrary to the 
necropsy findings. 

The first requirement of a good laboratory is 
that it be able to perform all the tests and ex- 
aminations of practical value to the physician. 
The laboratory staff should decide upon these 
tests and adopt standard methods which are now 
available for most examinations. Working with 
standard or approved methods leads to greater 
confidence and makes the reports of one labora- 
tory comparable with those of another. 

The work of the laboratory should be divided 
into four departments—pathology, bacteriology, 
serology and chemistry. If the volume of work 
is sufficiently large these departments may be 
sharply divided and made independent; otherwise 
a laboratory assistant may work in two or more 
departments. This arrangement may be an ad- 
vantage, for assistants labor more enthusiastically 
when their work is varied. Certain phases of 
routine are so exacting as to require the full time 
and thought of the worker. I refer especially to 
the Wassermann technique and the biochemistry 
tests. When assistants are obliged to perform a 
variety of examinations the methods and pro- 
cedures should be rigidly adhered to so as to 
minimize error. 


Doctor and Technician Mutually Helpful 


One hesitates to use the word routine as does 
the physician. The laboratory work is so im- 
portant that we endeavor to inculcate the idea 
that each specimen is a special problem. Knowing 
this attitude of his laboratory the physician should 
be discriminating in his requests and not require 
all the known tests on all the fluids and juices that 
he can express from the patient’s body. There 
is no doubt that many men use the laboratory 
to a ridiculous extreme and others perhaps not 
enough. In each case certain laboratory tests are 
clearly indicated. If the attending physician is 
in doubt as to what these are, then he should con- 
sult the director, giving him the clinical data. 
Otherwise an abnormally large number of nega- 
tive examinations will lead to superficial work 
whereas many diagnostic problems require special 
attention and prolonged study. Like all things 


THE MODERN HOSPITAL 115 


medical the laboratory has its limitations and 
each laboratory has a certain percentage of error. 
Frequent consultation between the wards and the 
laboratory and the repetition of tests will keep 
errors at a minimum. 

The planning of requests for laboratory work on 
the part of the visiting staff is apparently a 
matter dependent upon two factors—first the 
medical training of the physician, and second, his 
attitude toward laboratory tests in general. Cer- 
tain men are very quick to make a diagnosis and 
will select one or two tests having a direct bearing 
on such diagnosis. Others, more slow to commit 
themselves, call for test after test until some- 
thing is returned positive. Of course, the former 
method of tentative diagnosis followed by corro- 
boratory laboratory tests is the ideal one and the 
physician’s own judgment and sense of proportion 
will indicate the proper course to follow. 


Increasing Use of Laboratory Noted 


The selection of the tests is not difficult. For 
example in the case of a patient with a stiff neck 
and retracted head a lumbar puncture is of 
greater value than a blood culture. In the 
presence of continued fever and slow pulse the 
Widal test rather than a complete blood count, is 
the more logical method. A complete blood count 
is a time-consuming procedure and should not 
be requested unless there is clinical evidence of 
blood disease. Compared to the value of the in- 
formation derived there are entirely too many 
complete blood counts made. 

Blood cultures are not to be requested when 
the patient has no fever and is ambulatory. Cul- 
tures from teeth and tonsils are of little value 
unless one is seeking some particular organism. 
The same applies to fecal bacterial studies. As 
a rule a physician should not ask for a given 
test unless he has a clear idea of what the test 
is designed to show. When in doubt regarding 
necessary examinations, physicians should con- 
sult with the head of the laboratory. This special 
branch of medicine has grown enormously during 
the past few years and the current literature al- 
ways contains descriptions of new tests that are 
advocated. Most of these are unnecessary or have 
no advantage over existing methods. Requests 
for such tests should not be made without pre- 
liminary conference with the head of the labora- 
tory. 

Custom has already established certain routine 
examinations, as of the urine, the leukocyte 
count in the presence of fever and the Wasser- 
mann test. All the material removed at operation 
should be sent to the laboratory. This should be 
insisted upon by the hospital authorities. Since 
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most specimens will be received at the laboratory 
without clinical data certain tests should be per- 
formed so as to avoid delay. Thus in the case of 
the blood a leukocyte and differential count al- 
ways go together, also the erythrocyte count and 
hemoglobin estimation should be made in con- 
junction. If “blood chemistry” should be re- 
quested then it is sufficient to report upon the 
sugar and urea or non-protein N. If the N con- 
tent is high then the creatinin should be deter- 
mined for its prognostic value if nothing else. 
The blood chemical examinations are so time- 
consuming that only those examinations especially 
indicated should be requested. 

In the case of urine examined routinely the al- 
bumin, sugar and microscopic tests are of value. 
The albumin and sugar should be estimated 
quantitatively when found, and in the presence 
of the latter acetone and diacetic acid should be 
reported upon. In the microscopic examination 
the presence or absence of casts should be noted 
if albumin is present. It has always seemed futile 
to report the various crystals and sediments un- 
less of particular diagnostic value such as cystin, 
leucin and tyrosin crystals. More valuable -in- 
formation will be obtained from the chemical 
study of the blood than from the chemistry of the 
urine. 

Each cerebrospinal fluid should receive a cell 
count, globulin estimation, study of smears and a 
Wassermann test. Guinea pig inoculation and cul- 
tures should depend on the cytologic examination. 

There is one examination that would be ex- 
ceedingly valuable if performed routinely and 
that is the necropsy. Too few are made for the 
good of the staff, the pathologist and the public. 
This country which now leads the world in all 
medical activities must improve in the matter 
of necropsies. It has been stated that the effi- 
ciency of the hospital can be determined by its 
percentage of postmortem examinations and this 
is undoubtedly true. 


Cannot Standardize Charges 


Our American hospitals probably do not aver- 
age eight per cent of postmortem examinations 
and yet every physician clearly appreciates the 
value of the necropsy. Doctors. spend annually 
large sums for medical tests, journals and special 
lectures and yet this cheapest and most valuable 
form of graduate instruction is neglected. The 
great clinicians of the past and present have 
based their capabilities largely on their postmor- 
tem studies. Pathology always has been and still 
is the basis of sound medical knowledge. 

Undertakers frequently oppose and are success- 
ful in preventing necropsies. Their opposition 
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may be greatly lessened by permitting arterial 
embalming first. In fact in certain instances this 
is preferred, as in pulmonary and intracranial le- 
sions, except, however, in acute infections where 
cultural studies are important. 

The question of charges can best be settled by 
each hospital in its own way and will depend 
upon local conditions. This is one phase of hos- 
pital work that cannot be standardized. When- 
ever possible the laboratory departments should 
be relieved of the necessity of charging and col- 
lecting fees. The financial status of most hospital 
laboratories is becoming increasingly complicated 
owing to combination with city and county health 
departments, special laboratory societies and state 
aid, but the centralization of the diagnostic work 
thus effected is a distinct advantage to the com- 
munity for a larger and more expert staff can be 
maintained than is possible when several smaller 
units are supported independently. 


The Most Satisfactory Method 


Certain hospitals find it more practical to 
charge each patient a stated laboratory fee re- 
gardless of the amount of laboratory work done. 
Other institutions charge for each examination 
except in the case of the ward patients, still 
others by virtue of their connection with the city 
and county health work are not permitted to 
charge special laboratory fees. The most satis- 
factory method from the hospital standpoint is 
to charge each patient a laboratory fee to be in- 
cluded in the general hospital bill. If special 
fees are charged only when the laboratory is used 
the tendency will be to restrict the laboratory 
work and physicians may dispense with labora- 
tory information usually regarded as necessary 
to a diagnosis. 

In the laboratory a complete record should be 
kept of every specimen received and every test 
performed. These should be easily accessible. 
The card index system is ideal, but expensive and 
need not be applied to all laboratory examinations, 
particularly if the hospital charts are well kept 
and carefully filed. Duplication of records in a 
single institution is not necessary. The labora- 
tory should maintain a card index for the Wasser- 
mann test, also one for the surgical specimens 
and necropsies. If possible a lesion catalogue 
should be maintained. Copies of the pathological 
reports should be kept and bound yearly. These 
records, together with a lesion catalogue, form 
valuable material for study. 

All other examinations should be recorded in 
special books to be kept permanently. This we 
feel is a practical plan and not too costly. 
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HOUSING THE OUT-PATIENT SERVICE IN A 
SEPARATE BUILDING 


By K. H. Van Norman, M.D., Director, Babies’, Maternity and Lakeside Hospitals, Cleveland, and 
C. H. Johnson, Architect, St. Paul, Minn. 


survey of conditions in St. Paul, Minn., have 
taken concrete form in the erection of the 
dispensary of the Amherst H. Wilder Charity, 
recently opened to the public. It occupies a plot 
of ground fronting on Rice street in the center 
of the block between Summit and College Ave- 
nues, and is directly in the rear and connected by 
a subway with the Charles T. Miller Hospital. 
The ground floor, placed but a few inches above 
the Rice Street sidewalk, to give easy access to 
patients in wheel chairs and other incapacitated 
patients, is taken up in large part by general 
administrative functions. The main entrance on 
Rice Street opens through a commodious vesti- 
bule into the general waiting room, a spacious, 
attractively designed room. Here patients are 
admitted, social service data are gathered and 
clinic assignments are made. 


Ginuvey 0 years of preliminary study and 


First Floor Arrangement 


The general office of the dispensary opens di- 
rectly from the waiting room to the south, and 
the social service staff offices occupy a similar 
position to the north. The stair hall and elevator 
lobby are advantageously placed directly to the 
west of the large waiting room. Toilet facilities 
for patients are located on either side of the ele- 
vator lobby. The dental clinic, comprising three 
operating rooms and nurse’s office, is placed in 
the northwest corner of this floor. The staff 
and medical students’ toilets occupy a similar 
space in the southwest corner of the building. 
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Laboratory of the Amherst H. Wilder Dispensary. 





The upper floors are divided longitudinally by 
a wide corridor north and south open to the stair 
hall. The various clinics occupy the rooms which 
open off this corridor. On the first floor are clin- 
ics for medical patients, tuberculosis, neurology, 
dermatology, orthopedics, and pediatrics. 


Medical Clinics on First Floor 


The medical clinic is on the west side of the 
corridor to the north of the stair hall. It com- 
prises a large waiting room paralleling the cor- 
ridor from which four examining or treatment 
rooms open directly. The children’s clinic is on 
the east side of the building to the north, tuber- 
culosis to the south, and neurologic and derma- 
tologic clinics are on the west side to the south. 
These are arranged in the same manner as the 
clinic for medical patients, with a waiting room 
and four treatment rooms. Between the chil- 
dren’s and tuberculosis clinics is the orthopedic 
clinic with waiting room and two treatment 
rooms, and adjoining it is a small general lab- 
oratory. 

On the second floor are the clinics for dis- 
eases of the eye, ear, nose and throat, obstetrics 
and gynecology, genito-urinary, urology, and sur- 
gical cases. 

The clinic for ear, nose and throat has a large 
examining room, an operating room, a small dark 
room and a recovery room. It occupies the north- 
west corner of this floor. 

The gynecology and obstetric clinic is in the 
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Examining room of the ear, nose and throat department. 
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General waiting room, Amherst H. Wilder Dispensary. 


southwest corner. It has the usual patients’ wait- 
ing room and a large treatment room divided 
with marble partitions into four cubicles, each 
with its adjoining dressing room. The eye clinic 
has a small examining room, an adjoining room 
for refraction work and three small dark rooms. 
This clinic occupies the southeast portion of this 
floor. Adjoining it on the north, the surgical 
clinic has four rooms for examination and minor 
operations and a sterilizing room. The genito- 
urinary and urological clinic at the northeast 
corner of this floor has two examination and 
treatment rooms, an office, and toilet. 


Widened Corridor for Waiting Room 


The corridor on the second floor is widened at 
both ends. These widened parts are used as wait- 
ing rooms for the eye clinic to the south and the 
ear, nose and throat clinic to the north. 

All treatment and examining rooms have com- 
plete plumbing facilities and built-in drug or in- 
strument cabinets. The genito-urinary clinic, in 
particular, is equipped with fixtures specifically 
designed for this class of work. 

Throughout the dispensary the floors are of 
terrazzo or tile. The general waiting room, clin- 
ics, waiting rooms, corridors, stairway, are of 
terrazzo, and the toilet rooms are of ceramic 
tile with marble wainscots. 

The building is directly connected with the 
Charles T. Miller Hospital by a subway for pas- 
sage and service piping so that the building is 
served, so far as heating, lighting and power are 
concerned, by the power plant of the hospital. 

The exterior of the building is designed in a 
free adaptation of the Italian Renaissance, in 
brick with Indiana limestone trimmings. 

Since the completion of the building a portion 
of the unsubdivided third floor has been tempo- 
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Main building of the Amherst H. Wilder Dispensary. 


rarily partitioned off to provide a child guidance 
clinic. In this space a waiting room and six ex- 
amining rooms have been provided as an experi- 
mental laboratory for research in this late de- 
velopment of social service work. 

All wooden furniture is made of oak especially 
chosen to match the interior woodwork. Metal 
furniture throughout, with but few exceptions, 
is finished in oak enamel instead of the customary 
white. This is well illustrated in the photograph 
of the ear, nose and throat department, where if 
will be noted that the examining chairs, treat- 
ment tables, and receptacle cans are constructed 
of metal. 


X-ray Work Done at Hospital 


X-ray examinations are made in the x-ray de- 
partment of the Miller Hospital. The dispensing 
of drugs is done in the hospital pharmacy and 
to expedite this service there has been installed 
a compressed air conveyor system between the 
dispensary office and the hospital pharmacy, a 
distance of 320 feet. The carriers are 14-inch 
by 3-inch cylinders generously lined with sheep 
skin to prevent breakage of bottles. The system 
has been very satisfactory. 

All clinics are held simultaneously in order to 
facilitate referring and transferring cases be- 
tween departments. 





The superintendent of a Minnesota hospital has, with 
the help of his department heads, worked out a reminder 
system for the entire hospital. It is in the form of a chart 
and allots certain duties to each day and each part of a 
day. The housekeeper has her work scheduled for the 
whole month. So also has the engineer, the steward and 
the chef. Every detail job in each department is thus 
tabbed and scheduled for the proper time each month. 
This plan has many advantages, the greatest of which 
is that everything is done at the proper time, which in 
itself saves both time and money. 
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“CLINIC” OR “DISPENSARY”—WHICH ? 


By Michael M. Davis, Ph.D., Executive Secretary, Committee on Dispensary Development of the 
United Hospital Fund of New York 


New 


tients in the United States have increased 

from about four hundred, twenty years ago, 
to over four thousand today is well attested by 
statistics. These budding and spreading plants, 
though all of the same species, have been desig- 
nated by a variety of names. “Dispensary,” 
“clinic,” “out-patient department,” “outdoor de- 
partment,” occasionally even the German word 
“ambulatorium,” have been applied with little dis- 
crimination. 

The issue as to nomenclature arises chiefly be- 
tween the two words “dispensary” and “clinic.” 
Certainly the use of two terms to describe the 
same kind of institution is confusing to the public, 
if not to professional workers. Uniformity would 
be helpful, but which is the better term? 

A bit of history may shed light upon this ques- 
tion. The earliest institutions for ambulatory 
patients, founded in England towards the close of 
the seventeenth century, and in this country about 
one hundred years later were universally called 
dispensaries. The term was used because the pur- 
pose of their establishment was primarily to pro- 
vide medicine for the sick poor. The doctor made 
an examination, sufficient to enable him to write 
a prescription, and in most cases this was the 
extent of the medical service in the early dispen- 
saries, and, indeed, the practice has prevailed until 
quite recent times. 

The nature of the institution itself has changed 
during the present generation. Among the four 
thousand and more institutions now receiving am- 
bulatory patients in this country, a considerable 
number furnish little or no medicine, and in al- 
most all the supplying of medicine is a minor 
factor, incidental to the provision of medical 
service. 


Significance of “‘Clinic’” Has Changed 


The use of the word clinic to designate institu- 
tions receiving ambulatory patients arose in con- 
nection with the instruction of medical students. 
According to its etymology in the Greek, “clinic” 
means a bed and suggests the instruction of the 
student at the bedside, but the medical educator’s 
application of the term clinic has for several gen- 
erations not been limited to bed patients, but has 
included the demonstration or study of ambula- 
tory cases as well. 

About one thousand hospitals in the United 


T tien institutions treating ambulatory pa- 


, York 


States now have organized out-patient depart- 
ments, but only a fraction of these hospitals are 
associated with medical schools. 

The public health movements to control tuber- 
culosis, infant and maternal mortality, venereal 
disease and mental disease, which have created a 
network of important national and local organi- 
zations throughout the United States, have also 
led to the establishment of a great number of 
“tuberculosis clinics,’ “prenatal clinics” and 
“mental hygiene clinics.” For these the term dis- 
pensary has rarely been employed. 

West of the Appalachians the old-fashioned dis- 
pensary has developed only in a few large cities. 
Clinic is the term applied not only to the medical 
stations initiated by public health movements, but 
also to the private practice of medicine when con- 
ducted by a more or less organized group of doc- 
tors. Thus in a large section of the country the 
term clinic has been adopted and naturalized not 
in connection with a medical charity, but as a 
designation for a form of organized medical 
practice. 


All-Inclusive Term Needed 


What we now find as a result of this historical 
development is that several thousand institutions 
receiving ambulatory patients are known as 
clinics; that a limited number were originally 
named and are still known as dispensaries; and 
that a certain proportion, chiefly some of the 
out-patient departments associated with hospitals 
and medical schools, seem to be called, somewhat 
indifferently, either clinic or dispensary. 

Are there any disadvantages worth consider- 
ing in the use of the word clinic and the abandon- 
ment of the word dispensary, both in the titles of 
institutions and in the literature relating to their 
work? Naturally it need not be expected that 
long established institutions will hasten to change 
their names. From the standpoint of medical 
education the word clinic has been used to mean 
an examination or demonstration of a patient be- 
fore students, and may apply either to bed or to 
ambulatory cases. 

The use of the word clinic by medical educators 
is, however, in a highly technical field, affecting 
only a small group and not the general public, and 
the risk of confusion is no more likely than with 
the term school, which has, for instance, its well 
understood popular meaning, and also, the techni- 








120 THE MODERN HOSPITAL 


cal meaning in academic circles of an organized 
administrative educational unit, training for some 
profession or special] branch of activity. The im- 
portant point is to have a term that will designate 
for the public and others generally concerned, the 
institutions that reach nine or ten million people 
in the United States annually. 

If one were to invent an entirely new term to 
indicate these places, confusion would be avoided, 
but to popularize such a term would be imprac- 
ticable. 

Any argument in favor of either term based 
merely upon its history or etymology is beside the 
point. The etymology of the word hospital from 
the Latin word hospes, suggesting the reception 
of travelers as guests; the etymology of the words 
school or scholar from a Greek word meaning 
spare time or leisure, obviously no longer define 
or even suggest their meaning. The etymology of 
both dispensary and clinic has long been out- 
grown. We must decide upon the term that best 
fits the actual trend of historical development and 
best suggests the type of service actually ren- 
dered by the institutions that it designates. 

The term clinic suggests those aspects of 
modern medical service that the most progressive 
members of the profession desire to be empha- 
sized, whereas the term dispensary suggests 
merely the giving of medicine, an aspect that de- 
servedly should be held rather in the background. 


Definitions of Related Terms 


It may be noted that in England “out-patient 
department” has long been used to describe that 
portion of the hospital receiving ambulatory pa- 
tients, and that, 2s we find in Sir Henry Burdett’s 
monumental work written in 1893, the word dis- 
pensary is taken to mean simply that portion of 
the out-patient department concerned with the 
giving of medicine. This usage of the word is a 
correct indication of the service actually rendered 
and may be commended for employment in this 
country. 

It might be well for the sake of a tentative 
formulation, and to promote discussion, to state 
the following definitions, or suggestions for the 
use of certain terms relating to this field: 

1. Clinic—An institution receiving ambulatory 
patients for diagnosis, therapeutic, or preventive 
medical service. 

2. Out-patient department—A clinic attached 
to a hospital, that is, the division of a hospital 
that furnishes service to ambulatory patients. 
The terms outdoor department or ambulatory de- 
partment have been used by only a very few in- 
stitutions and may be regarded as not having been 
sanctioned by usage. 
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3. Clinic when preceded by an adjective, such 
as medical, surgical, pediatric—a division or 
service, that is, a part of a clinic dealing with the 
types of patients or providing the kind of service 
indicated by the adjective. The words depart- 
ment, division, or service, preceded by the appro- 
priate adjective, may be preferred. 

4. Dispensary—That portion or division of a 
clinic that is concerned with the giving out of 
medicine. 

5. Out-patient should be used as an adjective 
to designate medical service for ambulatory pa- 
tients, instead of the word dispensary, which is 
awkward as an adjective; also the word clinic 
may be used as an adjective, as in “clinic work.” 
“Clinical” should not be used as an adjective to 
describe out-patient service. 





WHERE THE TECHNICIAN’S FIELD ENDS 


The roentgen ray technician should never attempt to 
extend his activities beyond the technical work into the 
domain of diagnosis, writes Dr. James T. Case, of Battle 
Creek, Mich., (Journal of the American Medical Associa- 
tion, Vol. 82, No. 25): No matter how competent he is, 
it is manifestly no more proper for a roentgen ray techni- 
cian to attempt the interpretation of roentgen ray findings 
than for a competent surgical nurse to undertake surgical 
operations. I have no doubt that there is here and there 
a surgical nurse who, under favorable conditions, could 
safely amputate a finger or a foot, or even a limb, or 
possibly remove the appendix; but this surgical nurse 
would be the last one to wish to undertake such a venture. 
Diagnostic work lies outside the province of the technician, 
whose interests and training should be centered on the 
care and manipulation of roentgen ray equipment. His 
or her time will be more than fully occupied with the 
problems of the ever sought, but never attainable, per- 
fection in roentgenographic technique. 

Naturally, the roentgen ray technician’s work deals 
with roentgenography, not with fluoroscopy. <A_ well 
trained technician will have a knowledge of the funda- 
mentals of electricity, the principles of construction of 
roentgen ray apparatus of various kinds and the care 
of the apparatus, the physics of light, a sufficient fa- 
miliarity with anatomy intelligently to “place” his patient 
for examination, and an accurate knowledge of the ex- 
posure and development of roentgenographic films. Pro- 
ficiency in this technique was formerly much more difficult 
of attainment when gas tubes, mercury breaks and other 
forms of interrupters, coils and static machines were 
employed; but, nowadays, the roentgen ray equipment 
has become sufficiently standardized to permit standardi- 
zation of roentgenographic technique. 

A concerted effort should be made to establish a standard 
of training for roentgen ray technicians, and provision 
should be made for proper certification of this training 
when it has been attained. In the smaller hospitals, one 
technician will suffice for all the manipulative work in 
the roentgen ray department, and he or she may also be 
trained to do the clinical medical photography needed in 
such a hospital. Larger hospitals have the technical work 
divided among several helpers. In the highest type of 
roentgen ray department there will be a place for a trained 
physicist. 
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UNUSUAL FEATURES OF THE CLEVELAND 
CLINIC HOSPITAL 


the Cleveland Clinic in an article in the Janu- 

ary, 1925, issue of THE MODERN HOsPITAL it 
was stated that immediately associated with the 
clinic is a hospital with accommodations for 150 
patients. This hospital represents the further de- 
velopment of the plan for group medical practice 
and is, therefore, constructed especially to meet 
the needs of the Cleveland Clinic. 

Like the Cleveland Clinic, the exterior of the 
hospital is of mottled white brick. Within, the 
walls are tinted a cream color and the woodwork 
and furniture are light gray. Terrazzo flooring 
has been used throughout the hospital and through 
the center of each corridor runs a strip of rubber 
tiling inlaid in the floor. 

The upper sashes of the windows throughout all 
of the ward floors are made of opal glass, and the 
lower sashes of clear glass, a border of small 
panes in pastel tints surrounding the whole. All 
panes are set in leaded frames. This arrange- 
ment has made it possible to dispense with win- 
dow hangings, and the effect is exceedingly pleas- 


I’ DESCRIBING the construction features of 














ing and restful to the patient. It also saves the 
housekeeping and nursing departments the con- 
stant anxiety and care which the use of curtains 
necessitates. 

On the main floor, which is really the second 
floor of the building, are the reception room and 
the administration offices. The remainder of this 
floor, given over to the patients, possesses but 
one feature that differs from that of the other 
ward floors, namely, a central equipment room in 
which standard equipment is set up and house 
supplies are made, both being issued upon req- 
uisition. Such items as hot water bags, ice bags 
and syringes, are issued from this office and 
trays for dressings, transfusion and other pur- 
poses are always set up ready to be issued upon 
requisition. Two graduate nurses are employed 
in this department. 

The third, fourth, fifth and sixth floors have 
the uniform plan. Each room, whether equipped 
for one, two or four patients, has its own complete 
lavatory unit, Fig. 3, a feature which appeals 
strongly both to the patient and the nurse. On 
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Fig. 1, four-bed ward; Fig. 2, single room; Fig. 3, standard lavatory and utility room; Fig. 4, corridor running from front to rear of build- 





a» Ss apie uniform plan; (Note inlaid rubber tiling.) Fig. 5, a glimpse of a suite (see floor plan); Fig. 6, roof garden; Fig. 7, sun 
porches. 
each floor at the front of the building are two On each floor is a general utility room, a serv- 


suites, each consisting of a sitting room between ing room, a bathroom and public lavatory. A 
two bedrooms, and having its own lavatory unit drinking fountain, supplied with ice water, is 
and bath. Fig. 5. By this arrangement either or near the center of each corridor. Each serving 
both bedrooms can be used with the sitting room. room is equipped with the usual standard con- 
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tainers for hot and cold food and with a grill for 
making toast and hot drinks. The trays are set 
up in this room, the food being brought up by the 
tray conveyor upon which the trays of soiled 
dishes are sent down to the dishwashing room. 
This feature has proved to be of especial value, 
as it is time saving and economical in service. 
A central refrigerating system provides refrigera- 
tion for all the drinking fountains, for the re- 
frigerating storerooms in the kitchens and for 
the refrigerators in the serving rooms. 

Every floor is equipped with two chutes, one 
to the incinerator in the basement and one to the 
soiled linen room on the first floor, and there 
are also on each floor a linen room and a hot closet 
where warm blankets are always on hand for 
ready use. A small clinical laboratory on each 
floor is equipped for urinalyses and for other 
routine work but most of the laboratory studies 
are made in the central clinical laboratories in 
the Cleveland Clinic building. At the rear of 
each floor is a porch, the wide entrance doors of 
which, and the fact that each bed is equipped with 
large wheel casters, make it readily available for 
patients, Fig. 7. It will be noted on the floor 
plans that no provision is made in the hospital 
for nurses’ dressing rooms or rest rooms which 
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Tray conveyor in dishwashing room, showing at left entrance to dumb-waiter to wards 





Nitrous oxide manufacturing plant in the basement. 


have been provided in a house adjacent to the 
hospital. 

The seventh floor contains the surgical unit. 
The arrangement of the operating room, which 
is shown on the floor plan, has several especial 
features. On either side of the central corridor 
is a pair of operating rooms separated by a ster- 
ilizing room. Other supplies are at hand, ready 
for instant use, so that the needs of the two rooms 
are efficiently served. The spectators’ stands on 
either side can be reached only from the corridor 
outside the operating area, as there is no access 
from either stand to the floor of the operating 
rooms. On either side the spectators can pass 
readily from one operating room to the other 
along the gallery which extends through the in- 
tervening work room, Fig. 11. The position of 
the surgical laboratory, general sterilizing room, 
scrub-up room and work room for the preparation 
of dressings and general supplies will be noted 
on the plan. 

The so-called plaster room with its especial 
equipment for plaster casts and other orthopedic 
work has heavy window shades so that it can be 
completely darkened for the use of the opthalmolo- 
gist, the laryngologist or the neurologist. An in- 
teresting feature on this floor is what the direc- 
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Fig. 8, The Cleveland Clinic Hospital Fig. 9, roof solarium; Fig. 10, a corner of the solarium: Fig. 11, one of the four operating rooms; Fig. 12, 
deep x-therapy unit. 
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tors of the clinic have called the “intensive area.” 
This area includes six rooms which are provided 
with every device needed in the care of patients 
who are especially bad operative risks. Nitrous 
oxide and oxygen are piped to these rooms from 
the manufacturing plant in the basement just as 
they are to the operating rooms. 

On the roof of the hospital an enclosed roof 
garden has been constructed, Fig. 9, and the 
roof itself has been so planned as to provide a 
pleasant lounging place for convalescents as well 
as a place to treat patients who require prolonged 
periods in the open air, Fig. 6. On this floor 
there is also a lavatory and a small serving room 
where a simple meal can be prepared, as the roof 
garden is sometimes used for the entertainment 
of groups of visiting physicians and surgeons. 

On the first floor of the hospital are the usual 
general service rooms, the dining rooms for offi- 
cers, nurses and servants, the general kitchen, 
the pastry kitchen, refrigerating and general 
storerooms, office and kitchen for the dietitian, 
and the dishwashing room with the tray carrier 
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to which some reference has already been made. 

It has been found to be most economical and 
entirely satisfactory to send all the hospital 
laundry to one of the general laundries in the 
city, and all soiled linen is therefore sent through 
the chutes to the sorting room whence it is taken 
by the laundryman. The clean linen is received 
in a general linen supply room on this floor and 
is issued to the different floors upon requisition. 
A mortuary with equipment for autopsies is be- 
side the ambulance entrance. At the rear of 
the first floor are large general storerooms for 
the use of both the clinic and the hospital. 

The basement contains the boiler rooms and 
also the nitrous oxide manufacturing plant from 
which, as noted above, the pipes run directly 
to the operating rooms and to the patients’ rooms 
in the intensive area. 

In addition to the hospital building, houses im- 
mediately adjoining have been equipped for espe- 
cial purposes. One of these contains the physio- 
therapy unit, the radium emanation plant and the 


unit for deep x-ray therapy. 
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WHEN A SMALL HOSPITAL DECIDES TO ENLARGE— 
WHAT THEN?’ 


By Marvin Z. Westervelt, M.D., Superintendent, Staten Island Hospital, 
Tompkinsville, N. Y. 
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need of increased accommodations. Possibly a 
seeming need could be overcome by a rearrange- 
ment of the present buildings. To determine 
either or both of these questions a complete sur- 
vey of the situation should be made to furnish 


called small hospital should decide to en- 
large: (1) The growth of the community 
served demands an increase in the hospital fa- 
cilities. (2) A hospital that has been restricted 


7 HREE reasons occur to us why a so- 


as to types of service needs to increase the num- 


not only a thorough knowledge of the plant as it 


ber of services. (3) An acquired legacy or gift 
makes possible the replacing of an antiquated 


structure with a new 
and modern building, 
with a consequent in- 
crease in the services 
offered. 

There may be other 
reasons for increasing 
the size of the institu- 
tion, but regardless of 
the reason or the extent 
of the enlargement cer- 
tain fundamentals must 
be considered. Of these 
we might mention loca- 
tion, with respect to 
light, air space, drain- 
age, surroundings and 
adaptability. 

The leading question 
to be considered at this 
time is the relationship 
of the present building, 
or buildings, to the pro- 
posed new structure 
and the relationship of 
both of these to any ex- 





New or Remodeled Buildings? 


N PLANNING the expansion of the 

small hospital it is obvious that the 
needs of the community as well as the hos- 
pital itself must be carefully studied in 
order to avoid a lopsided development. 
The immediate and future needs must be 
determined first by a thorough survey of 
the existing plant with a view toward ex- 
pansion or creation of those facilities 
which the community most urgently needs. 


As the author indicates, hospitals too 
often make the serious mistake of believ- 
ing that a mere expansion of bed capacity 
is the only way to enlarge the hospital, 
when it may be a new laundry, a power 
plant, adequate housing for employees or 
a rearrangement of the food service that 
is needed. Often alteration of existing 
buildings, rather than the construction of 


new ones will solve the problem. Then’ 


arises the question of how to use the pres- 
ent plant to the greatest advantage. 


is, but to determine conclusively where there may 
be shortcomings in the facilities of the old plant. 


With the results of 
this survey, indicating 
the need for increased 
accommodations, the 
question then arises 
how to use the present 
plant to the greatest ad- 
vantage, in conjunction 
with the new buildings. 
It must be determined 
which department or 
departments shall be 
moved from the old 
building to the new; 
whether the depart- 
ments remaining in the 
old building shall be re- 
arranged or remain as 
they are and new work 
assigned to those places 
vacated by the services 
moved to the new build- 
ing; what, if any, alter- 
ations shall be made in 
the old building—pos- 
sibly some rooms should 








pansion that may be- 
come necessary in the 





be enlarged or others 
divided into two or 








future. 

Where the present building is to be entirely 
demolished and a complete new building erected, 
the only relationship existing between the two 
will be limited to the period of reconstruction. 
While this, oftentimes, is quite a problem, it does 
not enter into the future conduct or administra- 
tion of the institution as a whole. It is, therefore, 
with those plants where the present buildings re- 
tain a place in the whole scheme of development 
that we are concerned. 

First of all, we should be very certain of the 





*Paper read before the American Hospital Association Convention, 
Louisville, Ky., October 19-28, 1925. 


more smaller ones. We 
might go on, seemingly ad infinitum, and yet, each 
of these questions must be considered. 

While these questions have chiefly to do with 
the housing and care of patients it is important 
to remember that, as provision is made for an 
increase in the number of the patients there will 
be a corresponding increase in the number of em- 
ployees, and an increase in the size of the nursing 
staff. An increase in the number or size of 
buildings calls for a corresponding increase in the 
size of the heating, lighting, culinary and laundry 
facilities. 

To consider all these changes in a more con- 
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crete form we shall cite the experience of a cer- 
tain hospital situated in a metropolitan area. 
The community it served had grown to such an 
extent that greater hospital facilities became im- 
perative. This was recognized for several years 
and at one time steps were taken in an attempt 
to meet the situation. Before these plans were 
carried out, however, a change was made in the 
administration. The plans were submitted to 
the newly appointed superintendent and were 
then considered by him. An examination of these 
plans showed that but one phase of the question 
had been considered and provided for, namely, 
increased accommodations for private patients. 
Very little effort was needed to prove to the 
“powers that be” the futility of the plans as then 
provided. After much discussion they were cast 
aside and a complete survey of the present plant 
was undertaken so that all the needs of the in- 
stitution could be determined. 

First, a preliminary Survey was made furnish- 
ing the following data: the size and general con- 
tour of the property; the size, number and gen- 
eral contour of the existing buildings, together 
with their relationship to one another. As a re- 
sult of this survey it was shown that the hospital 
building proper consisted of the first or original 
unit, +o which had been added, from time to time, 
units to meet some particular need. The laundry 
was a separate building located immediately to 
the rear of the main building. The nurses’ home, 
the employees’ homes, the engineer’s cottage, the 
boiler and engine rooms, the garage and the iso- 
lation pavilion were all separate buildings grouped 
around and at various distances from the main 
building. All this was plotted out on a map 
drawn to a proportionate scale. 


Survey to Determine Physical Needs 


Following the preliminary survey outside the 
buildings a more detailed survey was made to de- 
termine the exact physical needs inside the plant. 
This survey was illuminating, especially in view 
of the plan that had been drawn up previously, 
and showed that there was need for the accommo- 
dation of more patients, especially private pa- 
tients. In addition to this it was found that the 
maternity department had far outgrown its pres- 
ent quarters; the operating facilities had become 
inadequate; the out-patient department had also 
grown beyond the space allotted to it; the x-ray 
and laboratory facilities were inadequate and the 
quarters were very much cramped with no op- 
portunity for enlarging them; the laboratory it- 
self was unfortunate in that it was located in 
two rooms situated at opposite ends of a corridor 
neither room large enough to do the work now re- 
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quired. The work in the emergency department 
had increased to a point where larger quarters 
were an absolute need. The intern staff was 
housed in three rooms, two men to a room, and 
two of the rooms were on the floor above the 
bathing and toilet facilities which could be reached 
only by means of the main corridors. Finally, the 
superintendent’s apartments were not only insuffi- 
cient but inconveniently located. 


Auxiliary Units Needed 


These were found to be the needs in the hos- 
pital proper, but in meeting them by the erection 
of a new building there arose the need for another 
unit in the boiler and engine rooms; larger quar- 
ters for the nursing and employee staffs and a 
general rearrangement of the dining rooms and 
administrative offices. All of these changes were 
going to be met by simply tacking on another 
unit which would provide more rooms for private 
patients only. 

Does not this case prove the need for a thor- 
ough and complete survey in all cases where simi- 
lar expansions are contemplated? 

Having the plan of the entire plot of ground 
with the location, size and form of the present 
buildings and having determined the actual needs 
in service and room accommodations, the ques- 
tion arose as to whether the building to be 
planned should simply meet the present needs, or 
whether a complete, comprehensive plan that 
would meet the needs of the community for years 
to come should be considered. The latter plan 
would consist of two or more units, one of which 
would be built at this time to meet the present 
needs. 

The second or more comprehensive plan was 
adopted and with the ground plot as a guide, 
it was a simple matter to locate any additions 
deemed necessary. An H type of building seemed 
best adapted to the ground available and this lent 
itself most advantageously to the present needs, 
as the first unit comprising the first perpendicular 
bar of the H could be planned to accommodate all 
those departments for which larger quarters were 
desired at this time. 

The location and type of building having been 
determined, the greater task of planning the 
building was begun. Here the detailed survey 
was brought into use and a decision reached as 
to what should be included in the new building 
and what should be retained in the old. Much 
time and careful study were given to the solution 
of this question before the final decision was 
reached and the following layout adopted. 

The basement affords generous space for the 
housekeeping department and storage rooms. 
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Here, too, is the elevator machinery and the main 
pipe lines and main switch and fuse boxes, all 
easily accessible. 

The first, or ground floor, provides for an ad- 
mirable dispensary layout, x-ray department, 
emergency rooms, admission and social service 
rooms. 

The next three floors are given over to medical, 
surgical and maternity accommodations, consist- 
ing of private and semi-private rooms with the 
necessary service rooms, diet kitchens, flower 
rooms and nurses’ work rooms. On the matern- 
ity floor there is a splendid nursery for the accom- 
modation of the infants so that they will not need 
to be kept in the room with the mother. 


Surgery is Self-Contained 


The top floor is given over entirely to surgical 
and maternity suites. The surgical suite located 
at the north end of the building is entirely self- 
contained. The labor and delivery rooms are at 
the southern end of the building and, like the 
surgical suite, are entirely self-contained, having 
their own sterilizing unit, nurses’ workroom and 
so on. Recovery rooms for both departments are 
also on this floor. 

A large solarium is provided on each floor at 
the southern end of the building and the roof is 
so constructed that, if found desirable, a large sun- 
porch may be erected there. To make this acces- 
sible one of the two elevator shafts is continued 
on up to the roof. 

This, then, is what was finally evolved after 
much study and planning. There is no doubt in 
the mind of the projectors but that this building 
will meet the present needs most adequately, and 
at the same time that the future calls for even 
more room the way has been provided for secur- 
ing it with the least possible disturbance of the 
plant. In other words, the units to follow have 
their prearranged place in the whole scheme and 
the expansion will take place with the least pos- 
sible interference with a continuous administra- 
tion. 

As to the old building, by removing all private 
patients from the main building a very much 
larger space than is now available for ward ma- 
ternity work is gained and this, in turn, provides 
for an increase in the space now available for 
the ward female surgical work. 

On another floor of the main building, individ- 
ual rooms and a common living room for the in- 
terns, a new trustees’ room and a suite as living 
quarters for the superintendent are made avail- 
able. 

The former dispensary quarters provide the 
larger quarters needed for the pathological lab- 
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oratories; the former x-ray department provides 
new linen rooms; the former storeroom provides 
a rearrangement of the dining rooms so as to 
form a single unit, whereas, they were formerly 
scattered about in various locations; the re-loca- 
tion of the superintendent’s living quarters pro- 
vides for better and more adequate training 
school offices; the re-location of the training 
school office provides for the establishment of a 
chart and record room, which has not heretofore 
existed. Suffice it to say that every one of the 
changes from the old to the new and within the 
old building, were visualized and plotted before a 
single plan was drawn. 

And, further, a point we consider of great im- 
portance is that all the surveys we have outlined 
and all the plans that were made, both as to lo- 
cation and internal scheme, were made and com- 
pleted before a single subscription toward a build- 
ing fund was sought. Thus, when the public was 
approached there was a well defined commodity to 
sell. It was possible to point to a definite room, 
a laboratory, an operating room, delivery room 
or even so small a space as one of the flower 
rooms, and determine just what the cost of that 
particular space would be and allot such a space 
to the donor. 


Answering Questions by Prompt Action 


Again, it meant that within six months after 
the close of the campaign for subscriptions all 
contracts were signed and ground had been 
broken for the new building. The effect of this 
was twofold: not only were subscriptions more 
promptly and cheerfully met when due, but many 
people who had not subscribed during the cam- 
paign, observing with what promptness building 
activities were carried on, came forward with 
voluntary subscriptions. And, too, those old, old 
questions—“when are you going to start to build,” 
and “what is being done with the money we are 
paying in?” were forestalled. 

And so when the small hospital decides to en- 
large let haste be made slowly; go carefully into 
every detail, visualize the whole plan before pro- 
ceeding to carry it out, and then, when all this 
has been done, lose no time in producing results 
in so far as actual construction is concerned. 





WRITING MATERIALS 


When patients in a California hospital want to write 
they have but to ask the nurse for the necessary materials. 
They are furnished with a writing board that can be 
placed over their knees and also with a fountain pen and 
the necessary writing paper. The complete outfit costs 
no more than a few dollars that are soon repaid in good 
will. 
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San Antonio Community Hospital, Upland, Calif, 


PROVIDING FOR SIX TOWNS IN A ONE-STORY 
COMMUNITY HOSPITAL 


By Caroline Vermilye, R.N., Superintendent, San Antonio Community Hospital, 
Upland, Calif. 


N INTERESTING example of the one-story 
A hospitals that are rapidly becoming the 
favored type in the west and particularly 

in California is the new San Antonio Community 
Hospital at Upland, Calif. This new hospital was 
made possible through the $75,000 gift of Mrs. 


James Paul of Upland who donated this sum, in 
memory of her husband, toward the erection of a 
new hospital. 

As the needs of the community were studied 
it became evident that a much larger hospital 
than that which could be provided by the gener- 
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Corner of a private room. 


ous donation was needed in order to serve ade- 
quately the communities of Upland, Ontario, Alta 
Loma, Cucamonga, Etiwanda and Guasti, cover- 
ing an acreage of 260 square miles, and having 
a total of 18,000 population. The board of trus- 
tees and the building committee finally decided to 
adopt in principle the one-story type of building 
and toward that end incorporated other donations 
and subscriptions from citizens of the community. 

The general survey made by the physicians and 
the hospital authorities looking toward the pres- 
ent and future needs of a community hospital 
resulted in a decision to build a fifty-five bed in- 
stitution that could be enlarged to a sixty or 
seventy-bed capacity without disturbing, to any 
great extent, the original building. 

Thus the present San Antonio Community Hos- 
pital, successor to the old San Antonio Hospital at 
Ontario was designed and built under the direc- 
tion of Myron Hunt, and H. C. Chambers, Los 
Angeles, designers of the Pasadena Preventorium 
described in the November issue of THE MODERN 
HOSPITAL, page 394. 

Before erecting the present building it was 
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realized that in order to serve 
present needs the executive space, 
the storerooms, food service, sur- 
gical and other departments 
would have to be as large as those 
of a larger hospital, so that from 
sixty to sixty-six per cent of the 
ultimate structure is contained in 
the present building. The forty 
adult and children’s beds, together 
with the ten bassinettes of the 
créche, making fifty in all, can 
thus be enlarged to eighty or 
ninety-bed capacity without dis- 
turbing the present portion or en- 
larging the various service de- 
partments. 

The entire unit is already 
drawn and planned. When com- 
pleted, the building will appear 
as a long structure extending east 
and west, with two wings extend- 
ing forward and three wings ex- 
tending backward, the center of 
the three wings being that por- 
tion devoted to service depart- 
ments, and the westerly wing 
which houses the operating rooms, 
an arrangement that gives the re- 
quired north light. The south 
property line is sufficiently on a 
bias to make it possible to face 
the building slightly east of south. 

As will be noted in the accompanying illustra- 
tion, a long porch extends across the front of the 
administration rooms which are what will eventu- 
ally be the center of the building. This arrange- 
ment has led to a particularly economical working 
unit for the nurses, since the diet kitchen, utility 
room and nurses’ stations are all located near the 
intersection of the corridors. 

The maternity department and nursery are lo- 
cated in the west wing so that they are isolated 
from the rest of the building. A solarium or 
porch also extends across this portion of the build- 
ing. 

The building contains no large wards. There 
are only two four-bed wards and these are divided 
in the Swedish fashion so that they appear to the 
patients more like two-bed wards. A few of the 
rooms are arranged for two beds but on the whole 
the rooms are private. Those at the ends of the 
corridors have their own private baths and util- 
ity rooms while the rooms nearer the center of 
the building contain only lavatories. 

At the back of the building the wings are so 
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arranged that the noises incident to the arrival 
of ambulances, trucks and similar disturbances 
are confined to one court and no bedrooms face 
this court except the one four-bed ward. 

The building is of reinforced concrete construc- 
tion with tile roof and terrazzo floors. The 
distinctive thing about the hospital is that it is a 
successful attempt on the part of the superin- 
tendent, building committee and architects to pro- 
duce a home-like residential atmosphere and ap- 
pearance with all departments and rooms on one 
floor, thus avoiding the original cost and upkeep 
of staircases and elevators required for buildings 
of more than one story. 

From the beginning the San Antonio Hospital 
was a genuine community enterprise, started by 
a group of physicians who launched and main- 
tained the building through a profit sharing plan. 
Thus when it was decided to build the new hos- 
pital at Upland through the efforts of the super- 
intendent who had presented the community hos- 
pital idea before all the organizations of the com- 
munity, the whole population became interested 
and gave whole-hearted support. When the build- 
ing was completed various organizations of the 
community had donated funds for furnishing 
nineteen private rooms, one two-bed ward one 
four-bed ward one seven-bed ward and the nurs- 
ery, in addition to the many smaller gifts. 


Auxiliary Achieves Great Things 


The final step in putting over the hospital was 
taken when the woman’s auxiliary was formed a 
few months after the building was in operation. 
The requisite for membership is one of three 
things, the donation of a small sum of money, or 
some commodity such as canned fruit, jellies, 
fresh fruit, or the promise of some definite serv- 
ice such as mending or making bandages. 

The woman’s auxiliary has proved to be the 
real bridge between the hospital and the general 
public. In the short space of time that the hos- 
pital has been in operation the members have be- 
come familiar with the details of management 
and service; they realize that a community hos- 
pital is not trying to operate for profit and the 
complaint committee consistently explains this 
to the public; the publicity committee obtains 
splendid cooperation from the local newspapers 
and keeps the public informed not only of the 
auxiliary work but also periodically publishes in- 
formation of an educational nature. The free- 
bed committee has already made progress in ob- 
taining an initial fund of $10,000 for endowing 
a free bed; the entertainment committee has 
raised a fund for much needed laboratory equip- 
ment. One of the greatest accomplishments has 
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been that of the commodities and equipment com- 
mittee which has helped to make the two homes 
for nurses more livable by donating furnishings 
collected from residents of the town and has un- 
dertaken to furnish workers from the women’s or- 
ganizations to do the weekly mending of hospital] 
linen, the making of bandages and other sewing. 
In addition, it has completed a campaign for rais- 
ing $1,200 for the purpose of landscaping the five 
or six acres of ground surrounding the hospital. 
It is largely due to the efforts of the woman’s 
auxiliary that the reputation of the hospital’s effi- 
cient service has spread to such an extent that it 
is taking care of patients from forty-six different 
localities and that to accommodate the increasing 
number of patients a second unit may be built. 





SASKATCHEWAN ASSOCIATION MEETS 


Dr. J. M. Uhrich, Regina, was elected honorary president 
of the Saskatchewan Hospital Association at its seventh 
annual meeting held at Yorkton, November 12 and 13. 
The other officers for the coming year are president, 
Horace W. Cookson; first vice-president, J. W. Heart- 
well, Rosetown; second vice-president, W. E. Stevenson, 
Moose Jaw; third vice-president, J. M. Clark, Yorkton; 
secretary-treasurer, G. E. Patterson, Regina. 

The first session of the meeting was taken up with a 
review of the work in the province for 1924, by Dr. F. C. 
Middleton, director of hospital management, Bureau of 
Public Health, Regina; an address on “Hospital Con- 
tributions to the Community,” by Dr. Arthur D. Rose, 
Hafford; and one on “Nursing Ethics,” by Miss D. E. 
Gillespie, superintendent, Swift Current General Hospital, 
Swift Current. 

Group conferences were the feature of the evening 
session. The conference of hospitals of fifty beds and 
over was conducted by V. I. Sandt, manager, Victoria 
Hospital, Prince Albert. J. W. Hartwell, secretary- 
treasurer, Union Hospital, Rosetown, conducted the round 
table on union hospitals. The other hospital group was 
conducted by J. M. Clark, secretary, Queen Victoria 
Cottage Hospital, Yorkton. 

The morning session, November 13, was given over to 
four addresses on current problems. “The Purchasing of 
Hospital Supplies,” was the subject treated by W. H. 
Madden, Saskatchewan Sanatorium, Fort Qu’Appelle. J. J. 
Willette, secretary-treasurer, Union Hospital, Unity, spoke 
on “Laundry Problems,” while J. F. Irving, Yorkton, spoke 
on “Cooperation of the Doctors and Hospital.” The 
concluding paper, “Union Hospital Legislation,” was read 
by J. W. Heartwell. 

The afternoon session was featured by a round table 
conducted by S. R. Moore, Swift Current. Some of the 
topics discussed were collection of hospital accounts, eco- 
nomics in food and supplies, and dietetics. 





OVERCOMING SEASONAL DAMPNESS 


The steward of a small Michigan hospital found that 
the dampness of the basement each spring and fall usu- 
ally resulted in a disagreeable odor. To overcome this 
he placed a box of quicklime in one of the corners to 
absorb all the moisture and odor. This is an inexpensive 
method that can be used in any part of the working 
quarters in the basement or toilets. 
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RAISING CITY AND COUNTY HOSPITAL STANDARDS 


By Carl E. McCombs, M.D., National Institute of Public Administration 
New York 


that the standards of city and county hos- 

pitals are commonly lower than those of non- 
governmental hospitals. In a few of the largest 
cities there are, it is true, hospitals under the 
control of city and county governments that rank 
well up among the best, but these are the excep- 
tions that prove the rule. We should, perhaps, 


|: IS unnecessary to offer argument to prove 


hospitals in many cities and counties under varied 
types of government, and through such informa- 
tion as is otherwise available in public documents. 
Briefly stated, the common causes of the inferi- 
ority of city and county general hospital services 
are, in the writer’s judgment, these: 

1. City and county hospitals suffer from their 
almshouse inheritance. This is to say, because 


further qualify this 
somewhat sweeping 
characterization of mu- 
nicipal and county hos- 
pital service. 

City and county hos- 
pitals are in the main 
of two general types, 
namely, special hos- 
pitals for contagious 
diseases and _ tubercu- 
losis and general hos- 
pitals for all other types 
of diseases and injuries. 
Since hospitals for the 
care and treatment of 
contagious diseases and 
tuberculosis are in most 
cities and counties prop- 
erly and legally respon- 
sibilities of local gov- 
ernments, there is no 
satisfactory basis for 
their comparison with 
non-governmental hos- 








A Suggested Remedy 


HAT many city and county hospitals 

are in need of improvements is gen- 
erally agreed, although it is also pointed 
out that within the past ten years most 
institutions of this character have under- 
gone encouraging changes. 


The arraignment by Dr. McCombs is 
justified in most instances. The remedy 
seems to be taking hospitals out of gov- 
ernment control where it :s possible for 
government to secure adequate service of 
high standard from private hospitals with 
such government aid as may be needed; 
or, that government supply the needed 
service under its own auspices only when 
it cannot obtain satisfactory service 
through government aided private agen- 
cies. City and county hospitals have a 
well defined position in the scheme of com- 
munity health and are serving as a vital 
factor toward general health. 


they have been estab- 
lished and maintained 
primarily, if not ex- 
clusively, for the care 
of dependents or “‘pub- 
lic charges,” the tradi- 
tional official and public 
attitude toward them is 
that the efficiency of 
their work is to be 
gauged mainly by the 
cheapness with which 
it is done. 

2. City and county 
hospital programs and 
policies have not been 


based upon scientific 
study of community 
needs and_ resources. 


In consequence, hospital 
location, construction, 
environment, organiza- 
tion and equipment 
have not been adapted 
to clean cut, well de- 


pitals of like nature. 


: ; 
| fined community service 





Our statement as to the 
relative efficiency of public and private hospital 
services is, therefore, to be regarded as applying 
to general hospitals, and we shall limit our dis- 
cussion accordingly to the problems of the general 
city and county hospitals. 

It is clearly impossible to define for any given 
community where standards of municipal and 
county general hospital service are lower than 
they ought to be, all the factors that may con- 
tribute to the situation. This requires thorough 
study of local conditions and local needs. There 
are, however, a number of such factors that are 
common to most communities maintaining public 
hospital services regardless of peculiar local con- 
ditions. These we shall attempt to define and 
evaluate on the basis of information that has 
been obtained through first-hand study of public 





aims and ideals. 

3. City and county hospitals have not met their 
responsibilities and taken advantage of their op- 
portunities to educate public officials, physicians 
and nurses, patients and the public at large, so 
that high standards of service will be demanded 
and supported by the community as a whole and 
its representatives in government. 

4. City and county hospitals have been sub- 
jected to the same damaging influences of partisan 
politics as have other branches of the public serv- 
ice. The public hospital suffers, however. from 
this cause far more than many other governmental 
services because the evidence of political inter- 
ference is not so apparent to the public generally 
and its significance, even when noted, is not so 
readily interpreted. 

5. City and county hospitals are not in the 
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majority of communities brought into proper co- 
ordinate relation with other complementary and 
supplementary services of government for the 
protection of health and the promotion of public 
welfare. In consequence their managing officers 
lose that contact with many of the activities for 
health betterment which is so essential to an in- 
terpretation of the need for hospital service and 
to wise selection of the proper measures of meet- 
ing the need. 

6. City and county hospitals generally provide 
only for the care of public dependents whose eco- 
nomic level is at the zero line. The social and 
intellectual level of the dependent patient mass is 
correspondingly low. Naturally the tendency in 
such hospitals is for standards of service to be 
lower than in hospitals that provide for pay pa- 
tients who come mainly from people with higher 
standards of living. 


Financing Not Only Problem 


It will be noted that in the above list of ma- 
jor reasons why standards of service in city and 
county general hospitals are lower than in pri- 
vate hospitals having essentially the same func- 
tions, we have made no reference except by im- 
plication to inadequate public hospital financing. 
It is true that public hospital finances are fre- 
quently inadequate to permit the maintenance of 
high standards of service, but merely to make 
more money available to public hospitals with- 
out any effort to insure intelligent spending of 
it is not likely to result in higher standards than 
now exist. If a hospital program that is poorly 
adapted to public need is continued; if the hos- 
pital makes no earnest effort to utilize its oppor- 
tunities for the education of the community so 
that it will demand higher standards of service, 
there is not much to be gained by simply in- 
creasing the hospital budget. In fact such in- 
crease of budget may, and frequently does, re- 
sult in retarding rather than accelerating the bet- 
ter adaptation of the hospital program to com- 
munity requirement. If, for example, no thor- 
oughgoing inquiry is made as to just what the 
sickness problem of the community is and how it 
can be solved most efficiently and economically by 
the city or county government, public expenditure 
may be endorsed that serves only to perpetuate 
traditions of public hospital practice that are 
not in accord with best modern thought on the 
subject. 

Let us consider what we have called the “alms- 
house tradition” or inheritance of city and county 
hospitals. In the majority of communities city 
and county hospitals have had their origin in 
almshouse infirmaries. As need was demon- 
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strated for special almshouse facilities for the 
care of infirm indigents, a part of the almshouse 
was set aside for this purpose. Treatment of the 
sick in such infirmaries consisted mainly of an 
occasional visit by the poor physician, with per- 
haps the assistance of a nurse with some experi- 
ence, if not special training, in the nursing art. 
The patients were for the most part chronic in- 
valids and aged infirm, and treatment was chiefly 
directed toward relieving their most distressing 
symptoms. This type of service naturally held 
little interest for the practitioners of the com- 
munity and, because the patients were regarded 
by the public generally as encumbrances, there 
was little disposition on the part of officials or 
the public to do more for them than would satisfy 
the bare needs of their existence. We speak of 
such almshouse infirmaries or so-called hospitals 
as though they were entirely of the past, but 
there are still many of them left to the discredit 
of their communities. 

There are few city and county hospitals, no 
matter how well organized and equipped, that do 
not suffer from this “almshouse tradition.” Char- 
ity hospital services, unless they are closely affil- 
iated with medical schools, are not able to com- 
mand the services of the most competent physi- 
cians of the community, partly because the pa- 
tient contact is not as a rule one that contributes 
to the physician’s professional prestige or af- 
fords him opportunity for extending his practice, 
and partly because political, legal and other con- 
ditions of public control of the hospital hamper 
scientific medical work. Lacking the attendance 
of the most competent physicians of the com- 
munity the hospital service is correspondingly 
rated by the public as all right perhaps for char- 
ity patients but not of as high standard as would 
be needed by non-charity patients. 


Public Officials Discourage Change 


The validity of our second charge, that the city 
and county hospital policies and programs have 
not been based on scientific study of community 
needs and resources, has been demonstrated 
wherever such studies have been made of 
the efficiency and relations of these hospital 
services to other public and private activities 
for health betterment. We have spoken of the 
almshouse inheritance of public hospitals as fix- 
ing in a measure, in the public mind at least, the 
character of their services. This inheritance has 
also fixed in many cities the public hospital policy 
and determined its program. As a result, effort, 
if any has been made, to adapt the hospital serv- 
ice to the changed and changing conditions of 
modern community life has been impeded. Prece- 
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dent has great weight in determining govern- 
mental action and there may, of course, be certain 
provisions of law that make any radical departure 
from established hospital policy difficult, if not 
impossible. Public officials generally are inclined 
to follow the patterns laid down by their prede- 
cessors, and unless there is an insistent public de- 
mand for a change in policy, the initiative is not 
likely to come from the officials themselves. Even 
where there is evidence enough to warrant pub- 
lic hospital reconstruction and reorganization, 
there is almost invariably opposition on the part 
of public officials to any searching inquiry of the 
matter. The reasons for such opposition are not 
far to seek. The public official whose position in 
public life depends upon his playing the political 
game according to the established rules, and who 
finds it easy to follow the established patterns, is 
likely to view with alarm any suggestion for thor- 
ough study and revision of these rules and pat- 
terns. 


Situation Should Be Analyzed by Outsider 


Another reason why public authorities gener- 
ally do not respond readily to the suggestion that 
thorough study of their hospital problems be 
made, is that to do so usually involves the em- 
ployment of specialists at an expense which the 
state of the public treasury may not warrant. 
Even if funds are available there is likely to be 
some reluctance on the part of public officials to 
spend money for such purposes unless they have 
a strong public support for it, so that they them- 
selves may not be called upon later to justify an 
expenditure that many citizens might regard as 
extravagant. So it happens that where such stud- 
ies have been made the funds needed have had 
to be provided through private sources. It is, 
of course, possible for local committees of public 
officials or citizens to make their own studies of 
hospital matters, but the job is usually better done 
when it is intrusted to those of broader experi- 
ence whose judgment may be less influenced by lo- 
cal, personal, or political relations. 

The failure of city and county hospitals to take 
advantage of their opportunities for professional 
and public education is unquestionably a serious 
cause of low standards of service. Except in 
those communities where public hospitals are 
affiliated with schools for professional medical 
and. nursing education the educational contribu- 
tion of public hospitals can be said to be negligi- 
ble. The best hospitals, as we know, are the teach- 
ing hospitals and every city or county hospital 
should endeavor to attach to itself or attach itself 
to such schools for professional education. But 
even where city and county hospitals are unable 
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to have the benefit of close relationship with or. 
ganized schools of medical and nursing education, 
they can make a decided contribution not only to 
professional but to public education. There is no 
hospital so situated that it cannot carry out a 
program of education for the members of its staff, 
for public officials, for patients and their families, 
and for the general public. The raising of stand- 
ards of public hospital service is largely a mat- 
ter of convincing the public of the need for higher 
standards. If the hospital fails to convince the 
taxpayer that the service it renders is in every 
respect worthy of larger support, no larger sup- 
port will be forthcoming and no higher standards 
may be possible in any case. 


What Is Required of the Public Hospital 


The city or county hospital has four contacts 
that may be utilized for community education as 
to hospital service standards. These are: (1) 
public officials, (2) hospital personnel, particu- 
larly physicians and nurses, (3) patients and 
their families, and, (4) the general public as rep- 
resented mainly by the organized civic, social and 
professional groups in the community. The pub- 
lic hospital is in duty bound to maintain such 
records of service that when the question of 
higher standards is raised, it will be able to con- 
vince public officials of the need for them. It 
should, through proper selection, discipline and 
control of its personnel, professional and other- 
wise, develop and maintain such morale that the 
worker will have respect for the institution and 
for his position in it. It should offer to the pa- 
tient such kindly, courteous and considerate at- 
tention to his needs that he will have proper re- 
spect for himself and for his government and its 
institutions. It should develop among the organ- 
ized civic, social and professional groups of the 
community a cooperative interest in public hos- 
pital service that will protect the hospital against 
other influences that would degrade it. 

To make effective such a program of education 
as has been outlined, no extraordinary expendi- 
ture is necessary. Briefly summarized, the es- 
sentials of the program, leaving out of consider- 
ation the special technical education and train- 
ing of physicians and nurses, are these: 

(a) The maintenance, according to approved 
standards, of such records of work and its cost 
as may be necessary for the information of public 
authorities. 

(b) The publication and wide distribution of 
a brief readable annual report that will stimulate 
professional and general public interest in the 
hospital’s problems and enlist support for an effi- 
cient hospital program. 
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(c) The extension of hospital facilities to all 
reputable physicians of the community and the 
provision of such opportunities for medical re- 
search as may be possible with the equipment at 
hand. 

(d) The cultivation among hospital workers 
of respect for public service by paying them a 
decent living wage and by providing such con- 
ditions of living for workers as will contribute to 
their efficiency and welfare. 

(e) The insistence upon cleanliness, decency, 
discipline and order throughout the hospital and 
the prompt, courteous, kindly treatment of pa- 
tients, so that the patient will feel that his citi- 
zenship is respected regardless of his economic 
status. 

(f) The development of general citizen inter- 
est, by the creation of hospital advisory or auxil- 
iary committees of representatives of organized 
groups of the community interested in health and 
welfare betterment. 


Avoid Unnecessary Political Contacts 


With respect to partisan political interference 
in hospital management, which undoubtedly tends 
to lower standards of city and county hospital 
service, it may as well be conceded that there is 
no known plan or device that will prevent such 
interference at all times and under all conditions. 
Political interference is inevitable in all public 
service at some times and under some circum- 
stances. All that can be done is to so organize 
and conduct public hospital services that harmful 
political contacts and relations may be avoided, 
or, if not avoided, so exposed that responsibility 
for playing politics with the hospital is put where 
it belongs. We have already indicated certain 
measures of public education that would, if car- 
ried out wisely, contribute much to take hospital 
affairs, not “out of politics” because that is im- 
possible in democracy, but out of the realm of 
politics for partisan or personal gain. 

But even the most thorough program of public 
education will not produce the desired result of 
freeing the hospital from political manhandling 
if its administrative organization is such as to 
make it easy for politicians to use it for selfish 
purposes. Attempts to take the hospital “out of 
politics” by putting it in charge of a “non-parti- 
san administrative board” only multiplies the 
avenues of political approach to the hospital and 
makes it less easy for the public to determine 
where responsibility for partisan political inter- 
ference lies. The only way, in the writer’s judg- 
ment, that harmful hospital politics can be ex- 
posed and dealt with intelligently by the com- 
munity is to center administrative control of pub- 
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lic hospital service in the fewest possible heads, 
preferably in a single officer. If this is done and 
political interference occurs the public will then 
have no doubt as to who is responsible for it. 

The line of responsibility from the head of 
the city government to the head of the hos- 
pital should be direct without any short cir- 
cuiting through an administrative board or board 
of trustees. The head of the city government, 
mayor, commission, or city manager, should 
appoint the administrative head of the hospital 
and should be compelled to accept full responsi- 
bility for such appointment. If the hospital hap- 
pens to be a bureau or division of a major de- 
partment of government which includes other re- 
lated health and welfare services the administra- 
tive head of the department should be appointed 
by the chief executive of the government. The su- 
perintendent of the hospital, in such case, should 
be appointed by the administrative head of the 
department of which the hospital is a part. The 
line of responsibility in such case would be direct 
from the hospital superintendent through his ad- 
ministrative chief to the chief executive of the 
government. In order to protect the hospital serv- 
ice from the evil effects of political turnovers in 
government, its superintendent should be guar- 
anteed a reasonable tenure but his removal should 
not be so hedged about with civil service or other 
restrictions that an incompetent superintendent 
could not be promptly removed. 


Head of City Government Responsible 


It is conceded that in private hospital adminis- 
tration a board of trustees is essential in order 
that there will be some final authority to repre- 
sent the interest of the state. A board of trus- 
tees is, however, unnecessary in public service be- 
cause trusteeship is primarily vested by the state 
in local government itself. The city or county 
government may, if it chooses, delegate its trus- 
teeship to a board but such action merely permits 
the elective officers of government to evade a re- 
sponsibility which, in fact, is theirs. It is true 
that many public hospital boards have given valu- 
able aid in promoting high standards of service. 
It is equally true that fully as many, perhaps 
more, of them have hampered public hospital 
progress. The most efficient city and county hos- 
pitals that the writer knows anything about are 
those in which full responsibility for hospital ad- 
ministration has been put upon single competent 
officers without the intervention of boards of man- 
agers or trustees between such officers and the 
elective heads of the city or county governments. 

There has been fully as much partisan politics 
played in public hospital affairs under board con- 
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trol as otherwise, and under board control it is 
far less easy to discover who is to be blamed for 
it. The elective head of the government can and 
does “pass the buck” to his board. The individ- 
ual members of the board can and do “pass the 
buck” from one to another or back to the head 
of the government. Neither the hospital super- 
intendent nor the taxpayer knows under such cir- 
cumstances who is at fault or how to meet the 
situation. If, on the contrary, the head of the 
city government is clearly responsible through 
his personal appointees for what happens to the 
hospital, the issues can be sharply defined and 
dealt with intelligently by the public, provided, of 
course, the public has been taught to think intelli- 
gently about hospital matters. 


Two Important Relations of Hospital 


The city or county hospital that is not brought 
into close administrative coordination with other 
health and welfare services of government loses 
touch with many activities for the prevention and 
relief of sickness. In consequence the stimulat- 
ing, tonic effect upon hospital administration of 
contact with these services is lacking, the hospital 
administration’s perspective is narrowed and the 
adoption of modern standards retarded. The pub- 
lic hospital has two important relations in gov- 
ernment. The first is in relation to that branch 
of government whose function is to prevent sick- 
ness, namely, the public health service; the sec- 
ond is its relation to that branch of government 
whose function is to prevent and relieve poverty, 
namely, the charities service. The care of the 
sick poor in public hospitals is merely one form of 
poor relief and as such must be brought into close 
relation with the administration of poor relief 
generally. But the public hospital should be re- 
garded also as one of the elements of the sickness 
prevention program, and as such its interest is 
not primarily in the economic status of the pa- 
tient but in curing his ills and thereby preventing 
further sickness. 

The method of bringing the public hospital into 
the desired relationship with the health and chari- 
ties services of the government will, of course, 
depend somewhat on local conditions, and the limi- 
tations as to organization of local government im- 
posed by law. Where it is possible to do so, how- 
ever, it is the writer’s belief that activities for the 
prevention of disease, the treatment of disease, 
and the prevention and relief of economic and so- 
cial distress generally should be dealt with as co- 
ordinate units of a single major department of 
government, as a department of public welfare. It 
is not believed desirable, except where there are 
positive indications to the contrary, to consolidate 
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public health service and public hospital service 
under one management in a health department, 
nor to permit public hospital service to be man- 
aged by an independent department of poor re. 
lief or charities. 

It is, however, desirable to have all three 
service units brought together under a single 
administrative head as coordinate bureaus, such 
as a bureau of health, a bureau of hospitals, 
and a bureau of social or general welfare of a de- 
partment of public welfare. If this is done, each 
bureau should, of course, have its technical chief, 
Under such circumstances, the general program 
and policy of the department would be directed 
preferably by a single commissioner of public wel- 
fare responsible directly to the head of the city 
government. In such a department the overhead 
activities common to all, such as the selection of 
personnel, the maintenance of general records 
and accounts, budget making, and purchasing, 
would be carried on in the central administrative 
office and the technical heads of the various serv- 
ices including the hospital service would be con- 
cerned only in the actual conduct of their tech- 
nical duties. 


Public Welfare Conference Aids Cooperation 


If some such plan is adopted for coordinating 
public hospital services with other services that 
have a direct bearing on hospital efficiency, it is 
certain to contribute to the elevation of hospital 
standards. Results have clearly demonstrated 
this wherever the plan has been tried. Perhaps 
as good result would be obtained through coopera- 
tion of related services instead of their adminis- 
trative coordination in a single department, if 
such cooperation were constant and complete. Co- 
operation between independently administered 
public services is, however, something much 
talked about but rarely observed in full flower. If 
it is impossible, under existing laws, to bring these 
related services under a single administrative 
head, the next best thing to do is to provide, as 
best may be, for the maintenance of good co- 
operative relations between them through a pub- 
lic welfare conference made up of the various offi- 
cials of government concerned, with perhaps some 
representatives of private organizations having 
interest in the matter of hospital betterment. 

Last, but by no means least, among the rea- 
sons for low standards of service in city and 
county hospitals is that the majority of such hos- 
pitals provide only for “public charges.” Where 
the public hospital deals exclusively with a group 
of patients who come chiefly from the lowest class 
of the community—socially, economically, and in- 
tellectually—standards of service are not likely to 
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be as high as when the patient level is raised 
through the acceptance by the hospital of pay pa- 
tients. The public charge, knowing that he is 
an object of charity, is not inclined to “look the 
gift horse in the mouth.” The pay patient, on the 
other hand, has a different point of view. Be- 
cause he pays, he expects more and generally gets 
more and better service. Even in the relatively 
few public hospitals where pay patients are ac- 
cepted and cared for side by side with public 
charges without any apparent distinction as to 
their economic status, the very fact that among 
the patients there are some who pay, whether or 
not they are identified as pay patients by hospital 
attendants, has a salutary effect upon hospital 
morale and the deportment of employees. 

The writer feels that the extension of public 
hospital services wherever possible to pay patients 
will contribute more to the development of higher 
standards than any other single measure. The 
admission of such patients means, as we have said, 
the raising of the economic, social, and intellectual 
level of the patient mass. It means a changed at- 
titude toward public hospital service on the part 
of the public officials, hospital workers, and the 
community in general. It means a better oppor- 
tunity for the hospital to educate the community 
as to the need of higher standards because it ob- 
tains through the pay patients contact with the 
great mass of the so-called middle class whose po- 
litical strength is sufficient to make or mar any 
program of public service. The support of this 
group is vitally necessary to the development of 
any public hospital plan, the abolition of the 
“almshouse tradition,” the elimination of partisan 
political influence, the coordination of hospital 
services with other health and welfare activities 
of government, and the education of public offi- 
cials and the general public. 


Corrective Measures Suggested 


There are no doubt many factors, other than 
those mentioned, that contribute to city and 
county hospital inefficiency, such as faulty loca- 
tion, construction and environment of the hos- 
pital plant; the assumption by a medical staff of 
administrative responsibilities that they are not 
competent to handle (a common defect in public 
hospital service); the division of responsibility 
for the care and treatment of the sick among 
many independent, uncoordinated agencies, pub- 
lic and private, with the inevitable competition for 
public support that results. But the correction 
of these and other matters is contingent, it is 
believed, upon the carrying out of the specific 
measures mentioned, which may be briefly re- 
capitulated as follows: 
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1. Through study of the hospital, health and 
welfare services of the community so that the pub- 
lic hospital plan and program can be intelligently 
drawn to meet actual needs and probable future 
requirements. 

2. On the basis of such study, reorganization 
of public hospital service that will, as far as possi- 
ble and practicable, center responsibility upon the 
fewest possible public officials and at the same 
time bring the hospital into coordinate adminis- 
trative relation with other essential health and 
welfare services of government. 

3. <A program of education that will include, 
when possible, the professional training and edu- 
cation of physicians and nurses according to ap- 
proved standards, as well as the education of pub- 
lic officials, hospital employees, patients, and the 
general public in hospital aims and ideals. 

4. The extension of public health services 
where practicable to pay patients whose needs 
cannot be adequately met otherwise. 


Government Might Aid Private Hospitals 


But even where these measures can be suc- 
cessfully carried out, there will always be dis- 
couraging difficulties in bringing public hospital 
standards up to the level of the best private hos- 
pitals. In the writer’s opinion this ideal is prac- 
tically unattainable for the greater number of city 
and county hospitals. It is his conviction that 
wherever it is possible for city governments to 
obtain the needed service for the care of the sick 
through private hospital organizations, it would 
be better for them to do so and get out of the hos- 
pital business themselves. Under such circum- 
stances, the government should of course provide 
adequately from its tax revenues for the develop- 
ment and support of the private hospitals accord- 
ing to their needs and according to the service 
that they render the community. Instead of 
spending their money for the construction and 
maintenance of more and bigger city and county 
hospitals, it would be far wiser for the communi- 
ties concerned to spend some money in trying to 
find out how they can avoid extending public hos- 
pital services. If more beds for the dependent 
and partly dependent sick are needed and these 
beds can be supplied by private hospitals of satis- 
factory standard with generous support by the 
city government, that should be the ideal. If there 
is no hospital service for the community, and pri- 
vate agencies cannot supply the lack even with the 
aid of government, then, and only then, should the 
government go into a hospital business of its own. 
As previously stated, our reference is limited to 
general hospital services and not to institutions 
for communicable disease. 
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CHRONIC DISEASES—A CHALLENGE TO THE 
HOSPITAL AND TO THE COMMUNITY” 


By Ernst P. Boas, M.D., Medical Director, Montefiore Hospital for Chronic Diseases, 
New York 


EFORE launching on a discussion of chronic 
B diseases it will be well to come to an under- 

standing as to what is meant by this desig- 
nation. They may be defined as diseases which so 
handicap the patient and are of such long dura- 
tion that they incapacitate him and make neces- 
sary medical treatment for a period of several 
months or even years. Among the most important 
are certain diseases of 


pitals are compelled to admit these patients, but 
as a rule, transfer them in short order. 

It is not generally recognized that over one- 
half of all dispensary patients belong to the cate- 
gory which we are discussing, and I am afraid 
that we shall have to confess that up to the pres- 
ent, as a general rule, dispensaries have not had 
the equipment, personnel or tradition to do 

justice to these complex 





the heart, arteries, kid- 


diseases. 
We may then discuss 


neys, lungs, liver, and 
nervous system, as well 
as cancer and chronic 
rheumatism. They are 
the diseases of the mid- 
dle-aged and elderly, 
and because of the ever- 
increasing lengthening 
of the span of life, are 
assuming an ever 
greater importance. 
They are diseases of ob- 
scure origin, the nature 
of which is ill-under- 
stood, and which tax to 
the utmost the diagnos- 
tic and _ therapeutic 
skill of the physician 
and the resources of the 
hospital. 

We should _ expect, 
therefore, that most 
special provisions would 
be made for the care of 
these chronic invalids, 
but find instead that 





l 


Chronic Cases 


N attitude of indifference toward the 

chronic patient has long been main- 
tained by the general hospital. This has 
arisen partly from the fact that the ma- 
jority of hospitals are overcrowded and 
need their capacity for acute diseases. 

But even after the chronic patient is 
admitted to the general hospital he is re- 
garded somewhat as a glorified almshouse 
inmate and little real effort is put forth in 
attempting to cure and rehabilitate him as 
quickly as possible. 

It is partly because the chronic patient 
is thus ignored by the hospital that he 
deliberates so long before he seeks admit- 
tance to the dispensary or hospital. As a 
result chances for recovery are few. Yet 
it is highly probable that if many patients 
came to the hospital earlier and received 
the required careful medical attention 
their diseases could be arrested. 








the problem from the 
point of view of the 
general hospital proper, 
and of the dispensary, 
and study its magni- 
tude and its proper re- 
lationship to other com- 
munity health and hos- 
pital problems. 

I should be the last to 
quarrel with the policy 
of the general hospital 
in refusing admission 
to the chronic patient, 
for one such patient re- 
maining three months 
will have occupied a bed 
that in the same period 
could have been devoted 
to the service of eight 
or nine patients suffer- 
ing from acute medical 
or surgical conditions. 
And it is to the care of 
this latter type of 


they are the step-children of the hospital. In- 
deed, most hospitals refuse admission to appli- 
cants suffering from chronic diseases, and if, by 
chance, such an individual is admitted, he is 
discharged after a short period of institutional 
residence, irrespective of his physical condition. 
At a large hospital in New York, of 1,320 appli- 
cants refused admission in two successive years, 
306 or 23 per cent were rejected because they 
were victims of chronic organic diseases. This 
situation is practically universal in hospitals con- 
ducted by private organizations. Municipal hos- 





*Read at the twenty-seventh annual geanpatten of the American 
Hospital Association, Louisville, Ky., October 21, 1925. 


patient that the general hospital is dedicated. 
‘But I would quarrel with the utter disregard and 
lack of interest which the general hospital ex- 
hibits towards these patients. It is one of the 
important functions of hospitals to lead and to 
direct public opinion along the proper channels 
in all matters that pertain to health and disease, 
especially insofar as they touch the problem of 
institutional care. 

In spite of their efforts to evade responsibility 
for patients with chronic diseases, general hos- 
pitals are compelled by force of circumstance to 
play a significant réle in the treatment of these 
patients. Notwithstanding all precautions, a 
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considerable number of chronic patients are ad- 
mitted to their wards, and in not a few instances 
the illness of a patient admitted originally for a 
short stay becomes unduly prolonged. In the re- 
cent excellent survey of the hospitals of Cincin- 
nati carried on under the direction of Dr. A. C. 
Bachmeyer, superintendent, Cincinnati General 
Hospital, Cincinnati, it was found that approxi- 
mately 25 per cent of the hospital population on 
the day of the census was placed in the category 
of chronic or incurable patients. I know of no 
similar figures for other cities but it is fair to 
suppose that they will correspond roughly to 
those of Cincinnati. It is apparent, therefore, 
that the hospitals have not succeeded in escaping 
the problem of the institutional care of chronic 
patients, for it has been forced upon them. 

We may therefore rightly ask whether or not 
they are trying to meet the problem as it presents 
itself to them and are providing adequately for 
these patients within their wards. I am afraid 
that this cannot be answered unhesitatingly in the 
affirmative. The reason for this may be found 
in the general attitude not alone of the hospitals, 
but of the community, toward these unfortunate 
sufferers. They are all, as a rule, labelled “in- 
curables,” which term involves an attitude of 
mind of hopelessness toward the patient. 


Lack of Interest in Chronic Cases Noted 


In the hospital we are accustomed to see a 
fairly rapid evolution of disease toward recovery 
or death, the illness runs its course within a 
period of weeks. In the patients whom we are 
discussing, prolonged treatment over a period of 
many months may be necessary before a tangible 
change in their condition sets in. Or highly ex- 
pert institutional care may be needed by patients 
with far advanced inoperable cancer, for instance, 
because of their poverty and physical suffering. 

All too often hospitals become very impatient 
with these sufferers. The doctors and nurses, 
seeing no progress in the case, become bored and 
uninterested and, in making their rounds, will 
pass by the bed with the thought “O, yes, this 
is John Smith, I know all about him; there is 
nothing to do for him.” As a matter of fact, 
they do not know nearly enough about him else 
they would find something to do for him. The 
hospital superintendents, under pressure of the 
many applicants for admission, and as a result 
of the frequent promptings of their visiting staffs 
to give them a quick turnover of interesting mate- 
rial, try their best to dispose of the patient, but 
hardly concern themselves as to whether the home 
or the institution to which they discharge him is 
equipped to care for him. 
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This attitude of the hospitals and of the com- 
munity toward the chronic patient may be laid 
largely to ignorance of the true nature of the 
problem and to preoccupation with their own par- 
ticular tasks. As a matter of fact, careful studies 
have shown that from 50 to 75 per cent of patients 
suffering from chronic diseases need painstaking 
medical and nursing care, such as can be pro- 
vided only in an institution with the resources, 
equipment and organization of a general hospital. 
Not a few of these patients can be rehabilitated 
in part, at least, and returned to their homes. 
In most instances suffering can be relieved and 
life prolonged by careful medical attention. In 
others, continuous conscientious, skilled and sym- 
pathetic nursing is essential. The most rudimen- 
tary humanity demands that these unfortunates 
be given all of the medical and nursing relief 
that they may need. 


Custodial Care Sufficient for Many Cases 


From one-quarter to one-third of patients with 
chronic diseases, after having been properly 
studied or treated, require only elemental custo- 
dial care. At this stage it is poverty, not illness, 
that compels them to seek institutional relief. 
For such persons the provision of bed and board, 
of a little assistance in dressing, bathing and eat- 
ing, is all that is necessary. Yet at best their 
physical condition is precarious. Frequently new 
complications set in, or the old disease again 
progresses, necessitating renewed hospital care. 
These individuals should be housed in custodial 
wards, which must be in organic connection with 
a hospital service, so that the patients can be 
freely transferred back and forth, as the occa- 
sion arises. Hospital beds are more expensive to 
maintain than custodial beds, so that, in order 
to avoid unnecessary costs, chronic patients who 
no longer require medical treatment should be 
discharged to their homes or transferred to the 
custodial division. 

As I suggested earlier in this presentation, the 
dispensary, too, is closely concerned with the 
medical care of the chronic patient. We are all 
acquainted with the perpetual clinic patients who 
wander from one department to another and from 
one dispensary to another seeking, but not ob- 
taining, relief. Most of these are suffering from 
complex diseases which are ill-understood and 
difficult to treat, and with our present method of 
handling we are but offering placebos to the pa- 
tient and to our consciences. If you were to in- 
quire from the social service department about 
the home conditions of some of these patients, 
you would understand more readily why they do 
not improve. Possibly a few months’ hospital 
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treatment. 

At the Cornell Clinic in New York, where a 
careful analysis of the patient material was made, 
it was found that 58 per cent of the patients had 
been sick for more than six months prior to their 
application to the clinic. The conclusions drawn 
from a careful study of the data are that “the 
majority of the Cornell patients are either suf- 
ferers from conditions requiring attention by 
specialists, whose rates are expensive in private 
practice, or are suffering from obscure and long- 
standing conditions which need exceptional facili- 
ties for diagnosis and for complete treatment.” 

In my experience it is not uncommon for a pa- 
tient to give a history similar to the following: 
He is overtaken by an acute joint infection and 
enters a hospital. Here he stays for a number of 
weeks, during which the acute symptoms subside 
but are by no means completely relieved. His 
temperature being normal, he is discharged from 
the hospital and referred to the dispensary. He 
continues to attend various dispensaries for many 
months or years, the pain and stiffness of his 
joints waxing and waning from time to time, with 
a tendency to become worse. After the first at- 
tack he is never again considered suitable for ad- 
mission as a hospital patient. So the condition 
goes on for a period of years until he becomes 
completely crippled by the disease. At last he 
has been brought to a state for which a suitable 
institution has been provided and he enters a home 
for incurables, where he lives for the remaining 
many years of his life, a complete economic loss 
and a charge to the community. Yet it is highly 
probable that if this same patient had received 
institutional care for a period of from three to 
six months at the onset of his illness, his dis- 
ease could have been arrested and he could have 
been restored to a useful and active life. 


Inadequate Provision Made for Chronics 


It is apparent, I believe, from these considera- 
tions that there is a definite gap in the provisions 
which the community has made for the care of 
the victims of disease. The blame for this can- 
not be laid upon the leaders of the general hos- 
pitals of the country, except insofar as they are 
blind to the subject and are lacking in a realiza- 
tion of its great significance. The community 
looks to you for advice and leadership in all 
matters that touch the care of the sick, and 
today, when community health and hospital sur- 
veys are being accepted as a proper basis for 
planning the health and hospital programs of the 
different centers, it is important that workers 
in the hospital field have a first-hand knowledge 


care would enable them to benefit from their 
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of the problems of the chronic patient, and it ig 
for this reason that I wish to touch briefly on 
some of the broader aspects of the subject. 

From your own experience you should be able 
to appreciate the magnitude of the problem of the 
chronic patient. When you add the number of 
chronic patients to whom you deny admission, 
whom you have in your wards and whom you are 
treating in your dispensaries, you have already 
accounted for a large number of individuals. But 
have you any idea what becomes of those unfor- 
tunates who cannot gain admission to a hospital, 
or who are discharged as unsuitable for further 
treatment? Do you know the final refuge of these 
unfortunate victims? Through force of circum- 
stances, it is the county almshouses that have been 
compelled to serve as the final havens of these 
disease-wrecked unfortunates. The report of the 
United States Census of Almshouses for 1922 
shows that of 75,700 paupers ten years of age and 
over, only 7 per cent were able-bodied, 38 per 
cent were fit for light work and 55 per cent were 
totally incapacitated by disease. It is not the 
infirmities of old age alone that are responsible 
for the well-nigh universal decrepitude among the 
almshouse population, for one-quarter of those 
enumerated were under 55 years of age, one-half 
were from 55 to 74 years of age, and only one- 
quarter were 75 years or over. The death rate was 
111 per thousand, which is explained only in part 
by the age distribution, for 41 per cent of those 
who died were under sixty-five years of age. 


Especially Planned Institutions Needed 


To realize the significance of these facts, it 
must be recalled, as I pointed out before, that 
about two-thirds of all chronic patients need 
highly specialized hospital care, while the alms- 
house is prepared at best to offer only elemental 
custodial care. Indeed, there is a slow awakening 
among those responsible for the conduct of alms- 
houses. The last report of the New York State 
Board of Charities states that “greater attention 
must now be given to hospital facilities and nurs- 
ing service.” And the Department of Public 
Welfare of the State of Georgia, in a destructive 
criticism of the almshouse, says “in fact the kind 
of institution the county needs for these problems 
is a hospital for the incurable, the infirm, and 
helpless aged.” 

Thus we find the chronic patient in the general 
hospital, in the almshouse, in the home for incur- 
ables and homes for the aged, but all of these 
institutions serve them only as refuges without 
meeting their needs. The patient with a chronic 
ailment is a sick man for whom the proper type 
of institutional relief has not yet been provided. 
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It should be apparent, from this brief presenta- 
tion, that adequate provision for the many suf- 
ferers from chronic diseases demands the estab- 
lishment of institutions especially adapted to their 
needs. These institutions will be hospitals for 
chronic diseases in the fullest sense and will con- 
sist of a hospital division and a home division, 
both under the same management and in close 
geographical relationship to one another. They 
will serve not only the destitute, the almshouse 
population, but families with modest incomes as 
well. The average wage-earner can meet the costs 
even of a severe illness if it lasts but a few weeks; 
put when physical incapacity extends over a pe- 
riod of many months, funds are quickly exhausted, 
the patient suffers from lack of medical attention, 
and the family often undergoes the severest priva- 


tions. 
Community Must Provide Funds 


The establishment and conduct of such institu- 
tions will be a formidable expense. Private 
philanthropy never will be able to play a sig- 
nificant réle in the solution of the problem, for 
although money for the buildings may be forth- 
coming, the cost of maintenance will be prohibi- 
tive. General hospitals are able to meet a large 
part of their maintenance costs from fees charged 
to patients. Even the poor usually can find money 
for a short hospital stay. In the case of the so- 
called chronic patients, whose stay in an institu- 
tion is measured by months, not by weeks, the 
family purse is insufficient to meet this continuous 
drain. 

These ideal institutions, therefore, will have to 
be supported by the community. An analogy for 
this is seen in the hospitals for the insane and 
for the tuberculous, which, in the vast majority 
of cases, are supported by public funds. Their 
patients too are domiciled in institutions for such 
long periods of time that self-maintenance is out 
of the question. In the case of the large city in- 
firmaries and almshouses, and of the county alms- 
houses of several hundred beds the solution is 
relatively simple, the governmental mechanism for 
the establishment of hospitals for chronic dis- 
eases already exists. It is simply a question of 
spending enough money to equip the institution 
suitably and to maintain it properly. At present 
in New York State less than a dollar a day per 
inmate is expended for the total support of the 
almshouses. The provision of an adequate num- 
ber of hospital beds with appropriate hospital fa- 
cilities in such institutions will necessitate a con- 
siderable capital outlay and a maintenance cost 
of about three dollars per patient day. 

However, the vast majority of poorhouses in 
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the United States are small county institutions, 
with a capacity of from ten to fifty inmates. It 
is manifestly not feasible for such small units 
to assume the heavy overhead costs made neces- 
sary by such a change. It is tradition alone that 
assigns to the individual county the responsibility 
for the care of its destitute members. The small 
county institutions should be replaced by fewer 
larger ones of a capacity of about five hundred 
beds each, whose financial support would be drawn 
cooperatively from several counties or from the 
state. 

Such a reconstruction of the almshouses of the 
county is not so radical an idea as would at first 
appear. In former generations the insane, the 
epileptic, and the tuberculous, formed a large ele- 
ment of the almshouse population. Indeed, the 
insane, feeble-minded and epileptic still form 20 
per cent of the almshouse census. In more recent 
years state hospitals for the insane, state, county 
and municipal sanatoriums for the tuberculous, 
and state colonies for epileptics have been estab- 
lished, which have endeavored in some measure 
to do justice to the special problems presented by 
the victims of these diseases. It is high time that 
the many sufferers from other chronic diseases 
were granted similar recognition. 

I have tried to demonstrate the far-reaching 
implications of the chronic disease problem, and 
to indicate its points of contact with the general 
hospital. It is an issue which has in the past 
been largely neglected and passed by, but which 
merits the same serious attention that has been 
given to other forms of hospital activity and to 
other special types of hospitals. 

I have spoken of chronic disease as a challenge 
to the hospital and to the community. If we wish 
to assume and maintain the leadership in hospital 
affairs, which our membership in this great hos- 
pital association implies, we must accept this 
challenge and give constructive sympathetic 
thought and take intelligent action to do justice 
to the many thousands of patients suffering from 
chronic diseases. 





SAVINGS IN REFRIGERATION 


The steward in a New York hospital made numerous 
tests to determine whether or not it would be profitable 
to spend a little money in reducing refrigerating costs. 
He found that the refrigerator doors were open so much 
that it took a great deal of refrigeration properly to pro- 
tect the food. To make the cooks close the doors properly 
he put in a system of lights that flashed red until the 
doors were tightly closed. On the small compartment 
doors he attached heavy springs that acted automatically 
in snapping the doors tight. In some cases he found it 
necessary to tack a thin layer of rubber along some of 
the side walls of the doors because they did not fit tightly. 
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A METHOD FOR MINIMIZING 
DEPRECIATION 


VERY superintendent desires to subscribe 
to any reasonable policy that will facilitate 


better maintenance of all physical property 
and reduce the rate of depreciation on all equip- 
ment. Yet there is frequently a marked reluct- 
ance toward assuming the expense involved in 
keeping physical property in first-class condition. 

Few large items of equipment expense are con- 
tracted for without careful consideration. How- 
ever, there are a great number of smaller items, 
both unnecessary and insignificant in themselves, 
which total a far greater amount at the end of 
the year than the larger, single items. 

In the matter of hospital maintenance it is the 
little things that demand great attention. It is 
the little things that make necessary a system for 
property repair and renewal that will make pos- 
sible intelligent consideration of all requirements 
before, and not after, the money is spent.or serv- 
ice is delayed. 

The purpose of this article, therefore, is to di- 
rect the attention of hospital superintendents to 
this phase of supervision, and to set up a proced- 
ure that will be at once economical and effective 
in the maintenance of property and equipment. 


Expert Mechanical Knowledge Necessary 


To keep the hospital fit requires the regular, 
systematic and persistent attention of an experi- 
enced man who has added to his expert knowl- 
edge of mechanical equipment, the most valuable 
of all assets, common sense. ‘Phe size of the hos- 
pital will largely determine the amount of time 
and effort required to do the job but, regardless 
of size, the work cannot be neglected or postponed 
if satisfactory results are to be gained. Further- 
more, without regularity and consistent effort, 
there can be little hope for reduction in the rate of 
depreciation. Making no systematic semi-annual 
inspection, and carrying forward maintenance 
work only as emergency calls come in from the 
various parts of the institution, will accomplish 
little more than to stem the oncoming rush of re- 
pair and renewal expense. 

With a competent person given the responsi- 
bility for upkeep a system is needed to guide his 
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endeavors. In maintenance procedure there are 
four separate steps: inspection; consideration; 
recommendation; and execution. The first three 
are entirely in the hands of the engineer, while 
the last, and most important, rests entirely with 
the superintendent. Of course the superintendent 
will have an interest in the methods used and 
materials recommended, but his real object will 
be to check the semi-annual (or quarterly) re- 
port and decide whether or not the recommenda- 
tions of the engineer are in accordance with the 
policy of the institution or are warranted by 
available funds. 


Exterior Destruction Is Rapid 


The depreciation on the exterior of buildings 
never ceases, and unless adequate provision is 
made for protection, repairs and renewals, the 
rate of destruction is rapid. A few of the major 
pieces of property that require periodic inspection, 
and the governing procedures are given below. 
These inspections should be made not less fre- 
quently than twice a year. Of greater advantage 
is the policy that provides for quarterly inspec- 
tion. 

Side walls: These should be examined for ma- 
sonry repairs, carpenter work, painting and pos- 
sible cleaning. Note any cracks in the brickwork 
over windows and door openings, loose or washed 
joints or brickwork, cracks in concrete founda- 
tion walls, or damaged masonry at entrances. 

Sash and doors: Inspection of all door and 
window frames, and other wood-work should be 
made to bring to attention all loose or rotted 
pieces, sashes in need of repair, sagging or dam- 
aged doors. Painted surfaces should be carefully 
gone over and the condition of the wood or steel 
sash putty noted. Pay particular attention to 
woodwork that has been covered with vines or 
other growth. 

Roofs: Gutters, valleys and conductors should 
be kept free of all rubbish, as this clogs drainage 
and hastens deterioration. See that roof drain 
strainers are in good condition. Examine pitch 
and gravel roofs for exposed paper, particularly 
on ridges where the slag is wont to wash off. 
Metal gravel edges, flashings, gutters and all pip- 
ing should be inspected for corrosion. Since 
sheet roofing sometimes tears, any cracks should 
be noted and the need for coating considered. Ex- 
amine slate, tile or asbestos shingle roofs for miss- 
ing or broken shingles, and alignment of courses. 
Special attention should be given the coating for 
metal roofs, and all low spots should be repaired. 

Skylights: Broken or cracked lights, align- 
ment of sash, condition of frames and flashings, 
should be noted and repaired. 
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Ventilators: Examine interior as well as ex- 
terior of all ventilators to see that all moving 
parts operate freely and that no corrosive ele- 
ments have broken down the surface or started 
to weaken the metal. 

Fire escapes: Inspect for alignment, condi- 
tion of supports and hangers, and note the con- 
dition of the paint. 

Interior equipment requiring periodic inspec- 
tion includes those pieces devoted to the use of 
supplying the utilities of heat, light and water. 
Other equipment, of course, needs constant atten- 
tion, but the lack of proper care of the distribu- 
tion lines and appurtenances for light, heat and 
water, can more easily interfere with service and 
expense here than in any other place. 

Heating system: The inspection of the heat- 
ing system should start with the power plant or 
boiler room and cover all supply lines, radiation, 
return lines and auxiliary units and fittings. Sags 
or summits in pipe lines, loosened hangers or 
broken brackets, defective insulation or broken 
tie-straps for insulating material, broken air 
valves, leaking faucets, worn gaskets, defective 
painting or bronzing, constitute a few of the 
things that should be noted. 

Lighting system: A similar inspection should 
be given the lighting system. Particular atten- 
tion should be paid to the lack of suitable switch 
or fuse boxes, chafed insulation, bent or broken 
conduits, exposed wires, need for painting, or 
additional units, inefficient location of fixtures, 
and other items of equal importance. 

Plumbing: Inspection of plumbing should in- 
clude all water piping, steam piping, toilets, lava- 
tories, baths, sterilizers, fountains, storage tanks 
and all accessories. Notice should be taken of all 
leaks, drain stoppages, and condition of valves. 
Waste valves, by-passes, and similar openings 
should be tested to assure tight closing or full 
opening. Examine all surfaces for indications 
of corrosion or need for paint. 

Fire protection equipment: This equipment 
should be kept in condition for immediate use at 
all times. Periodic inspections should include 
this equipment to make sure that all pieces are 
clean, and well painted; that there is no defective 
hose, missing valve wheels or wrenches. Hand 
extinguishers should be refilled in accordance with 
manufacturers’ instructions and sprinkler heads 
should be inspected for corrosion or possible clog- 
ging. Make sure that all equipment is readily ac- 
cessible and that interference by foreign equip- 
ment is eliminated. 

Elevators and dumb-waiters: Hospital engin- 
eers should not rely solely upon municipal or serv- 
ice inspectors in the maintenance of elevators. 
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The periodic inspection made by local authorities 
or provided by equipment manufacturers is to be 
welcomed, as it goes far toward keeping the 
equipment in first-class condition. Semi-annual, 
or quarterly house inspections, however, should 
include elevators, dumb-waiters, or any lifting or 
lowering mechanism. All cables should be care- 
fully gone over. A single broken strand should 
be sufficient to warrant the scrapping and replace- 
ment of a cable. Car shoes and counter-weight 
shoes should be inspected to insure adherence to 
the guide rails. Overhead beams, hangers, brack- 
ets, and operating mechanism should be carefully 
inspected for any evidence of weakened condition. 
The control mechanism inside the car should be 
opened and all contact points cleaned and possible 
pits polished off with fine sandpaper. Every bolt 
should be tested for tightness. 


Avoid Set Methods 


With a thorough inspection completed, the sec- 
ond step in the procedure is a consideration of 
the items of equipment needed for repair or re- 
placement. This step requires knowledge of in- 
dustrial maintenance gained from actual experi- 
ence and study of the best practice. For the ma- 
jority of the jobs the method and materials to ap- 
ply will be quite evident. It is necessary, how- 
ever, to guard against doing a job by any set 
method or with specified materials merely because 
such methods and materials have been the custom. 
It is also well to have definite knowledge of the 
performance of new materials before putting 
them to extensive use. Reliable manufacturers 
will usually provide samples for trial and give 
names of other hospitals from whom accurate 
and practical information may be secured. 

From this consideration, the engineer will make 
a complete inspection report to be submitted to 
the superintendent. As an addendum to this re- 
port he will note his recommendations for ma- 
terial and outline, briefly, the methods to be em- 
ployed in the use of such material. Where pos- 
sible, he should estimate the amount and value 
of the time required in carrying out the recom- 
mendations. 

With the engineer’s report and recommenda- 
tions in hand the final and most important step 
is execution. This rests entirely with the super- 
intendent. To this point no expense has been in- 
volved or money spent save that of the engineer’s 
time in going over the physical property. If the 
work has been done properly, the superintendent 
will have before him a very definite resumé, he 
can then consult with the various department 
heads and determine the value of the maintenance 
work recommended. 
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GIVE A DOG A GOOD NAME 


T IS easy for all of us, individually and collec. 

| tively, to fall into the habit of misusing words 

and terms until there is more or less of a gen- 
eral acceptance of the erroneous choice. 

The present confusion in the words used to 
designate institutions giving out-patient service is 
an example of this and the proposal for the stand- 
ardization of an acceptable terminology in this 
field made in this issue of THE MODERN HospPIrat, 
page 119, should be favorably received. As 
this article shows, the term “dispensary” was 
properly applied to the early institutions of this 
type, founded a century or more ago, because their 
chief business was giving out medicine, but the 
development of modern practice has made the 
term no longer appropriate. 

In the past twenty-five years the term “clinic,” 
suggesting as it does medical service rather than 
mere drug therapy, has come into common use and 
is the more appropriate word to describe insti- 
tutions rendering out-patient service. When these 
institutions are connected with a hospital, the 
word “out-patient department,” and its convenient 
abbreviation “O.P.D.”, ought to become the stand- 
ard term in the hospital world. 

As late as 1890 the edition of the Century Dic- 
tionary issued in that year gave as the only defini- 
tion of the word clinic, “An examination or dem- 
onstration of a patient before medical students” 
applying either to bed cases or to ambulatory 
cases. Since that time—mostly in the last twenty 
years—the term “clinic” has become the term gen- 
erally used in describing out-patient service, both 
as regards the several branches of an out-patient 
department, such as pediatric or surgical clinic, 
and also as regards the institutions themselves, 
being applied now throughout the country to sev- 
eral thousand institutions that have never known 
the name “dispensary.” To confine the use of 
“dispensary” to that division of the out-patient 
institution wherein medicine is dispensed, simply 
takes us back to the original significance of the 
term, and is the use which has always prevailed 
in England. 








COLORED WOMEN AS NURSES 


OSPITAL authorities are discussing the de- 
H sirability of employing colored women as 

nurses. It is not at all likely that any gen- 
eral hospital in a white community would dare to 
employ colored women in its nursing service, no 
matter how competent they might be. Neither the 
public nor the employees of the institution would 
tolerate such a revolutionary step. This hostility 
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represents a change in the public attitude on the 
color question that is not often recognized. 

Before the war the southern white depended 
upon the colored slave woman to nurse the sick 
of his family and care for his children. The 
master and mistress who ate from the colored 
cook’s kitchen and were served by colored men 
and women, expressed no prejudice against the 
colored women who watched over them in sick- 
ness. Even in the north, after the war, colored 
women did much nursing in white families. And 
today colored cooks and waiters serve white 
patrons on the railroads and in some restaurants 
and in hotels. But a colored nurse in a hospital, 
however skillful she might be, would not be looked 
upon with favor. The color line broadens and 
separates the races by a growing distance. What 
was once recognized as a proper service for the 
black man to perform is now disapproved of em- 
phatically. 








THE ONE-MAN BAND 


HOSPITAL superintendent is either the 
A leader of an orchestra or the lonely per- 

former in a one-man band. If he is the 
former, he sees to it that the heads of the several 
departments of the hospital are in tune, that they 
play in time and that they strike no inharmonious 
or false notes. He does not undertake to play the 
base viol, the wood-wind and the trap drum 
simultaneously because he knows that it can’t be 
done. He sets the measure and indicates the 
phrasing of the various parts of the melody with 
the result that he leads an efficient team. 

If, on the other hand, he is a one-man band, he 
is bowed down by the weight of many instruments, 
none of which he plays very well. His perform- 
ance is second-rate, its rhythm, its harmony and 
its tempo are all mediocre. 

The superintendent who tries to do everything 
about a hospital works out his soul against the 
heavy weight of time-consuming and energy-con- 
suming details. He has so much to do that he 
can do no one thing well. His subordinates fail 
in their responsibilities, knowing that if they do 
not perform their work well, the superintendent 
will try to do it for them. The human machinery 
of the hospital is not in tune. It does not func- 
tion smoothly. Its performance is full of gaps 
and stops and slurred work. 

On the other hand, the successful hospital su- 
perintendent must be a leader. He must know 
what should be done and he must have the bigness 
of character to delegate to his subordinates the 
responsibility for the doing of it. Responsibility 
and authority must go hand in hand for success- 
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ful performance. Therefore, the hospital admin- 
istrator of vision, in delegating responsibility, 
delegates coordinate authority. He is thus able 
to unload a tremendous lot of detail and to get 
work well done, with due integration to the other 
cogs of the hospital machine. It was said in 
France during the war that such and such gen- 
erals were relieved of their commands and sent 
back to the United States because they insisted 
on shooting their own artillery. The general who 
was big enough to turn over details to subordinate 
officers, was not only retained but was also pro- 
moted and given opportunities for broader and 
bigger work. 

There is another aspect to this. The more that 
an administrator worries himself over minor de- 
tails, the more cramped becomes his vision and, 
correspondingly, the greater is the reduction in 
his usefulness. The one-man band hospital su- 
perintendent never lasts very long in a big job for 
the reason that he is sub-size for a position of 
broad administrative authority. On the contrary, 
the man who can weld his personnel into a har- 
monious and efficient machine and lead it to better, 
more kindly performance is the one who is re- 
warded in hospital administration. 








THE DIAGNOSIS AND TREATMENT OF 
“SPOUTS” 


A certain type of individual adds more trouble 
and worry to the already overburdened adminis- 
trator than any other employee in the institution. 
In the nomenclature of leadership, he is called a 
“spout.” This type of person is a major general 
in that well meaning army whose skulls are said 
to furnish the paving material of a certain un- 
pleasant locality. 

With rare lack of judgment these people gather 
misinformation regarding the acts and motives 
of other people, run to their administrative head, 
tip the spout, and with deadly accuracy deluge 
him with petty gossip and half-baked truths. It 
doesn’t take the other employees very long to find 
out who is a “spout” and they logically conclude 
that if tales are to be borne, they shall be good 
ones. As a result, all of the trivialities of the 
hospital, all of the back-biting, intra-institutional 
feuds and tittle-tattle of the place flow to the su- 
perintendent in distorted form. The latter is 
placed in a difficult and embarrassing position. He 
must not isolate himself from sources of informa- 
tion regarding what is going on in the hospital. 
No matter how active he may be, he cannot pos- 
sibly know everything that takes place among his 
two or three hundred employees. He can keep 
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track of the big outstanding things, but the little 
things which are frequently the precursors of 
genuine trouble are so subtle as to require for 
their discovery some one who is close to them. He 
is tempted to listen and in listening is lost. 

As a result he is constantly worried. He makes 
poor judgments. He may be led into injustices. 
In any event, the organization is done harm, 
loyalty is undermined and morale weakened. 

Those in authority should never permit “spout- 
ing” in their subordinates. They must be equally 
careful that they do not engage in it themselves. 
There is only one way to prevent it, that is, by 
making it plain to the personnel of the organiza- 
tion that complaints and suggestions are welcome 
only from those who have the courage to make 
them for themselves. The true leader encourages 
his subordinates to air their grievances to him 
because small or imagined complaints have a 
habit of becoming exaggerated and crystallized to 
the great harm of the entire team. It may be 
that the grievance is a just one. If the superin- 
tendent will listen carefully to it and apply ap- 
propriate corrective measures, loyalty will be en- 
gendered and trouble avoided. As for the chronic 
incurable “spout,” no matter how valuable he may 
appear to the organization, it is better to dispense 
with his services as soon as the diagnosis is con- 
firmed. 








TALKING IT OVER 


EORGE D. STRAYES has found the keynote of execu- 
tive ability in his article “Creative Administration” 
in the Teachers’ College Record for September, 1925. 
Think back over the successful administrators and see if 
the description below does not apply in nearly every case: 
“I question whether any administrator has ever secured 
the best efforts of his associates except as he has had 
faith in them. All of us respond to the person who is able 
to see merit in the work which we do and it not infre- 
quently happens that we rise to heights that we had not 
ourselves thought possible because of the faith that some- 
one else had in us. Appreciation of work already done 
is the foundation upon which the administrator must build 
his ideal structure. And appreciation must be genuine 
if it is to produce the desired result. Flattery never 
helped anyone to do better work. The administrator must 
have the insight to discover strength wherever it exists 
and to stimulate the growth of talent little suspected even 
by the individual possessing it.” 


* * * * 


S MENTIONED elsewhere in this issue, it is proposed 

and logically so, to discontinue the use of the word 
“dispensary” except to designate the department of the 
clinic which is concerned with the issuance of drugs and 
other supplies to patients, and utilize the word “clinic” 
when a single word is desired to designate a medical in- 
stitution receiving ambulatory cases. “Out-patient de- 


partment” is recommended as a proper descriptive term 
In a recent 


for a clinic which is attached to a hospital. 
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discussion of this question of terminology, Michael y, 
Davis told the story of two Irishmen who, on Independeng 
Day, passed before a statue of Lincoln, and pondered op 
the inscription: 
ABRAHAM LINCOLN 
Nat. MDCCCIX 
Oblit. MDCCCLXV 

Said Pat, “You were at high school, Dennis, what does 
that say?” 

“That says that Abraham Lincoln was born in 1809 
and died in 1865.” 

“Begorra!” said Pat, “It is pretty hard to get used to 
this simplified spelling.” 

* * * 

OR some years the dazzling whiteness of paint and 

tile in hospital decoration has been giving way to the 
use of more cheerful and soothing colors. These colors 
may be extended to the exterior decoration of the per- 
sonnel as well as the interior decoration of the institution 
with gratifying results. In the out-patient department, 
for instance, the patients appreciate the added tone which 
is given to the institution by well attired workers. 

The ugly white butcher apron and the shapeless white 
coat have, in many institutions, been replaced by a blue or 
gray smock-like garment that seems to be well adapted 
to the style of beauty of out-patient workers. While 
many social workers have arrayed themselves in these 
vestments and become pleasingly attractive, the registrar 
and clerks and other non-medical workers usually must 
take whatever falls to their lot in the way of protection 
for their street clothes. The workers are quite willing 
to wear coats that are comfortable, good looking and 
economical. Colored coats can be secured for the same 
price as the white ones, and they do not appear soiled as 
quickly. 

* * ok * 

N THE navy the men speak about “a happy ship” or 

“such and such a captain keeps a happy ship” or per- 
haps “such and such a captain never has a happy ship.” 
A few formulae have been laid down for the maintenance 
of a “happy ship.” 

It would be interesting if someone would tell us how 
he maintains a “happy hospital.” Some hospitals have a 
constant labor turnover, while others have employees who 
work until they are superannuated or die. Some have dis- 
gruntled, unhappy employees who never do the institution 
any good, while others have employees who create a spirit 
of good will that permeates the entire personnel. 

If employees are kept busy with interesting, creative 
work, if they are imbued with the idea that each of them, 
no matter what his position may be, is engaged in a noble 
occupation, if they are made to feel that they are an 
important link in an important piece of work, and if they 
are accorded justice and consideration, they are far more 
apt to be happy and you are far more apt to get the repu- 
tation of maintaining a “happy ship.” 

* ok * * 


HAT about the subscriber who blithely signs his name 

to the contribution list, secures publicity as a patron 
of charity and when the day of payment arrives, fails 
to make good his obligation? 

What can be done to people who are able to meet such 
obligations but fail to redeem their pledges? Joint sub- 
scriptions, for a specific purpose and in consideration of 
the cooperation of others, both in payment and accom- 
plishment of such purpose, have been repeatedly held by 
the courts to be legal and collectible contracts. It would 
seem that, as a last resort, legal action should be taken 
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and that ostensible donors to charity who do not meet 
their pledges should be sued. 


* * * 


Just as this column is being made ready for the printer, 
the following story comes in from the assistant director 
of an Eastern hospital, who states that the personnel of 
the institution is having a good chuckle at the expense of 
its chief. 

It seems that the director, Dr. X, recently told the 
assistant that he wanted a new stenographer, explaining 
that the present one was competent but that she was so 
infernally attractive everybody stopped to visit with her, 
and he asked the assistant to get him a homely one. The 
next morning when the director indicated he was ready 
to dictate his mail, there appeared in response to his 
call, a very plain-looking woman, sixty or sixty-five years 
old, with jaundiced complexion, a sour visage and a watery 
blue eye suggestive of coryza. The director disposed of 
his dictation, excused the stenographer and called in the 
assistant. “I know,” said Dr. X, “that I asked for a 
plain stenographer, but why be sarcastic about it?” 

* ” * 


PEAKING of why a nurse’s cap—from New York City 
comes the query: “Why a nurse’s cuffs?” Our corre- 
spondent writes: “A recent visitor in the surgical clinic 
of an out-patient department noted the student nurses 
working with sleeves down and starched cuffs primly and 
stiffly in place. ‘Why don’t you take off those cuffs and 
roll up your sleeves, especially when you help the doctor 
with those dirty dressings?’ asked the intrepid visitor. 
And the nurse answered, ‘It’s after 10 a.m.’ The puzzled 
visitor sought out the head nurse. ‘What did that nurse 
mean, “it’s after 10 a.m.” when I asked her about her 
cuffs?’ ‘We have a rule in this hospital,’ replied the head 
nurse, ‘that a nurse may work with her sleeves up until 
10 am. After that her cuffs must be in place.’ 
“The visitor has been puzzling about it ever since. Why 
a zero hour for cuffs? Are the handsomest doctors on 
the ward after 10 a.m.? Or was the rule made twenty 
years ago when conditions were different, and remained 
unchanged because nobody has thought about it? Are the 
patients so accommodating that all the baths and irriga- 
tions are done by that hour? And why a cuff anyway— 
especially a starched one?” 


* * * 


OW many times have you heard people say of an 
invention: “Why, I thought of that years ago but 
I never got around to working it out.” 

Every person possessed of mental alertness is full of 
ideas but unless he puts them to work, they are value- 
less. The ether at the present time is full of radio waves 
but unless one installs a receiving set, one cannot translate 
them to his audition. Many of us, in walking through the 
hospital, see opportunities for improvement in apparatus, 
organization and technique. We plan in our minds that 
one of these days, this, that or the other thing will be 
improved, but how often do we put this idea to work? 
We read in the advertising pages of our professional 
journals of new apparatus, of new methods, of time saving 
and money saving plans, but how many of us have the 
initiative to transform the idea into accomplishment? 
Ideas are grand things but unless they are put to work, 
they are idle dreams. 

The man or woman who puts a good idea to work has 
improved the world in which we work and live. He is 
filled with the satisfaction of accomplishment and he is 
bound to rise in his profession in the exact ratio to which 
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he makes his thoughts realities. One functionating plan 
for the improvement of the service that we render to the 
sick is worth a thousand ideas that never get beyond 
the stage of thought, and he who thinks and does is 
more useful to the community than he who only thinks. 


* * * 


LL of us may well read and ponder over David Gray- 

son’s latest book, “Adventures in Understanding.” It 
is particularly worth while for those who have the op- 
portunity to study mankind at close range when illness 
lets down the bars, and inhibitions are forgotten. Here 
is a sort of human nature Baedeker that will benefit the 
morale of the hospital through helping us in our “ad- 
ventures,” leading to a better understanding of ourselves 
and our patients. The closing of one chapter reads: 
“That’s the conclusion, if there is any. And how better 
could any story end than in a friendship.” Paraphrase 
that and make it apply to every patient who leaves 
the hospital and we have another golden rule. 


a * * 


VERY human being likes to have his photograph 
taken; even the most homely loves his mirrored re- 
flection. There is something about a group photograph 
that appeals to the pride of all of us. Photographs of 
the hospital personnel have a good effect upon morale. 
They raise the pride of the hospital worker. He enjoys 
exhibiting pictures of those with whom he has been asso- 
ciated. A hospital superintendent of our acquaintance 
makes it a rule to have such photographs taken every six 
months. He has them framed and displays them in his 
office. He finds that they go a long ways toward in- 
creasing pride in the organization and its work. This is 
a good idea put to work. 


* * * 


N A museum in London there is shown a collection of 
leper bells. These are supplied with a strap so that 
the unfortunate sufferer from leprosy might fasten the bell 
to his wrist in such a manner that when he moved the bell 
would ring. We have progressed far since those days 
and the United States Government maintains at Carville, 
La., a magnificent institution in which those afflicted with 
leprosy may receive every care and attention and every 
form of treatment that is calculated to bring about ameli- 
oration or cure. This hospital also maintains a consider- 
able research department where every effort is being made 
to discover the best methods of treating this age-old 
affliction. 
ok * Ba 
E WAS a sailor and knew no other trade than that 
of the men who go down to the sea in ships. An 
accident required a hip joint amputation and when the 
occupational therapist first met him, he was thoroughly 
discouraged by the thought that he could never follow the 
sea again and that his means of livelihood had departed. 
His knowledge of English was imperfect and the first 
step in his re-education consisted in teaching him how to 
speak, read and write the language. It was first thought 
that he might be taught tailoring since he was a competent 
sail maker, but after a thorough tryout, it was found 
that his mind did not run in this direction. He did, 
however, like te draw, so he was instructed in sign 
writing. He has progressed rapidly at this, and this 
Christmas he hung in each of the wards and offices of 
the hospital an artistic sign in red, green and black read- 
ing “A Merry Christmas and a Happy New Year To AIl.” 
Within a few months he will be able to earn a good living 
as a sign writer. 
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MEMBERS NAMED FOR NATIONAL 
HOSPITAL DAY COMMITTEE 


Members of the national hospital day committee of the 
American Hospital Association were appointed recently 
at a meeting of the board of trustees of the association, 
according to word received from Dr. William H. Walsh, 
executive secretary. The appointments are for the en- 
suing year’s program. 

Those who were honored with the appointments are 
C. J. Cummings, Tacoma General Hospital, Tacoma, Wash., 
Chairman; M. T. MacEachern, M.D., American College of 
Surgeons, Chicago, vice-chairman; George F. Stephens, 
M.D., Winnipeg General Hospital, Winnipeg; Robert E. 
Neff, Robert W. Long Hospital, Indianapolis, Ind.; C. S. 
Woods, M.D., Saint Luke’s Hospital, Cleveland, Ohio; 
Hugh S. Cumming, surgeon-general, U. S. Public Health 
Service, Washington, D. C.; J. B. Franklin, Baylor Hos- 
pital, Dallas, Tex.; M. O. Foley, Hospital Management, 
Chicago; John A. McNamara, THE MODERN HOspPITAL, 
Chicago; Mary M. Roberts, American Journal of Nursing, 
New York; Rev. P. J. Mahan, Catholic Hospital Associa- 
tion, Chicago; Meta Pennock, Trained Nurse and Hospital 
Review, New York; and Katherine Prindiville, Lawrence 
and Memorial Associated Hospital, New London, Conn. 





TWENTY-EIGHTH ANNUAL MEETING OF 
A. H. A., ATLANTIC CITY, SEPTEM- 
BER 27 TO OCTOBER | 


The twenty-eighth annual meeting of the American 
Hospital] Association will be held at the Steel Pier, At- 
lantic City, N. J., September 27 to October 1, inclusive, 
according to Dr. William H. Walsh, executive secretary 
of the association. Exceptional exhibition space is avail- 


able and sufficient facilities for the planned meetings wil] 
be provided in the four meeting halls on the pier which is 
accessible to the Hotel Chalfonte-Haddon Hall, the tenta- 
tive headquarters of the association. 

Because of the fact that the hotels are operated on 
the American plan, there will be no banquet as in former 
years but entertainment and dancing will feature one of 
the evenings on the pier. 

Invitations have been dispatched to all foreign govern- 
ments in ample time to allow delegates from abroad to 
attend the convention. The headquarters for the exhibi- 
tors will be at the Strand Hotel. 





TWO NEW HOSPITALS TO RELIEVE 
NEED IN FLORIDA 


That the urgent need for hospitalization in Florida may, 
in some measure, be met in two sections is promised by 
the announcement of two proposed hospitals, one at Coral 
Gables and one at West Palm Beach. If present plans 
materialize Coral Gables will build a $1,500,000 sixteen- 
story hotel-hospital and clinic. 

Dr. M. H. Tullman, Miami surgeon, has purchased a 
site in the crafts section of Coral Gables where will be 
built the units to accommodate the clinic. There will be 
a two-story structure built along Cocoanut Grove Drive 
and a three-story unit along Douglas Road, two promi- 
nent highways. 

The hospital will have 200 guest rooms and suites where 
families of patients may live comfortably with all the 
hotel conveniences. On the ground floor of the building 
will be shops, a large lobby and executives’ offices. 

A hospital to cost in the neighborhood of a million 
dollars is promised for West Palm Beach by Victor F. 





A strip of Atlantic City’s famous beach with hotels in the background. 
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Searles of Atlantic City, N. J., owner of the Gallagher 
Mansion, West Palm Beach, destroyed by fire, October 29. 
The hospital, which is to be built on that site will be 
oriental in architecture following the style of the Taj 


Mahal of India. 





HOSPITAL AND EDUCATIONAL CONGRESS 
IN FEBRUARY 


The Annual Congress on Medical Education, Medical 
Licensure and Hospitals will convene February 15, 16, 17 
and 18 in the Gold Room of the Congress Hotel, Chicago. 
The sessions of the first three days of the program will 
be devoted to education and licensure, while the last day’s 
meeting will be given over to the American Conference 
on Hospital Service. 

The program of this session, which opens at 9:30 a. m., 
Thursday morning, is as follows: 

“Individual Versus Group Responsibility for the Care of 
the Hospital Patient,” by 

(a) Henry A. Christian, M.D., professor of theory and 
practice of physics, Harvard Medical School, and 
physician in charge, Peter Bent Brigham Me- 
morial Hospital, Boston. 

(b) Hugh Auchincloss, M:D., associate professor of surg- 
ery, Columbia University, College of Physicians 
and Surgeons, and visiting surgeon, Presbyterian 
Hospital, New York. 

“The Adaptation of Medical Education to Changing Clin- 
ical Practice,” by 

(a) Louis B. Wilson, M.D., director, Mayo Foundation 
for Medical Research, Rochester, Minn. 

(b) Allen O. Whipple, M.D., professor of surgery, Co- 
lumbia University, College of Physicians and 
Surgeons, New York. 

Discussion opened by Charles P. Emerson, M.D., dean, 
Indiana University School of Medicine, Indianapolis, 
Ind., and Christopher G. Parnall, M.D., medical direc- 
tor, Rochester General Hospital, Rochester, N. Y. 





ST. MARK’S PLANS ANNEX FOR 
MIDDLE CLASSES 


St. Mark’s Hospital, New York, has prepared plans for 
the erection of a five-story annex at a cost of $450,000 to 
meet the need of the “in-betweens” for hospitalization. 
Facilities for a large dispensary service, operating rooms 
and a hundred beds have been provided. The building 
will be unique in that it will have no marble or tile, but 
it will make a strenuous effort to provide comfort. The 
policy of providing a hospital for the clerk, shop girl or 
the parents of large families who do not want charity but 
who must have a little help when sickness comes is 
new to lower Manhattan and answers a need in the hos- 
pital field, Superintendent John F. Bresnahan claims. 





GREEKS TO HAVE OWN SANATORIUM 
AT HOT SPRINGS, ARKANSAS 


A campaign to raise $250,000 for the erection of the 
#sculapius Sanatorium at Hot Springs, Ark., for Greeks 
from all parts of the United States, has been started by 
the officers and directors of the sanatorium for which a 
charter has already been granted in Arkansas. 

The institution will be conducted on a Fraternal basis 
and the directors are now seeking 2,500 members, each 
of whom will contribute $160, payable in installments or in 
a lump sum. Smaller contributions also will be asked 
so as to give every person a chance. 
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CHILDREN’S UNIT TO BE ADDED 
TO COOK COUNTY 


According to plans recently announced, Cook County 


Hospital, Chicago, will soon begin construction on four 
new units for the hospital center, chief among which is 
the new eight-story children’s unit. The addition of this 
unit, will give Chicago the distinction of having the larg- 
est medical institution for children in the world. The 
children’s hospital, just south of the main building, will 
be a T-shaped structure. This building will have a ca- 
pacity of 480 beds and an amphitheatre clinic in the base- 
ment seating 125 people, sewing shops and service rooms. 
It is planned to care for most of the small patients in 


wards, with two solariums and four private rooms on each 


floor. The greater portion of the third floor will be used 
exclusively for infants, with milk room, babies’ bath and 


incubator rooms included. 
The second unit in the project will be a new men’s 
ward building, seven stories high, which will give an added 
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New Children’s Hospital at Cook County Hospital, Chicago. 


capacity of a minimum of 300 beds and thus relieve the 
present overcrowded condition of the men’s wards in the 
main hospital. The third unit, the morgue, will be three 
stories in height, in an Italian Renaissance style of archi- 
tecture, as are all other buildings in the contemplated 
project. To be consistent with the modern practice, all 
embalming will be done by electricity. 

The fourth unit, which is the smallest of the proposed 
buildings, will serve as the receiving building and will 
be in the center of the hospital grounds. 





MAYO CLINIC STAFF MEMBERS GIVEN 
ENDOWMENT FUND 


One hundred-and-thirty physicians and surgeons of the 
clinic staff of the Mayo Clinic, Rochester, Minnesota, have 
had provision made by the clinic through an agreement 
with the Metropolitan Life Insurance Company for an 
endowment fund at the age of sixty-five years. 

Through this agreement each member of the group will 
be assured a fund, not to exceed $10,000, to be based on 
his yearly salary. As a gift from the clinic, life in- 
surance on a group basis equal to the amount of the en- 
dowment is also provided. 
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DR. BLUESTONE ACCEPTS POSITION IN 
HOLY LAND 


Dr. E. M. Bluestone, for the past five years assistant 
director, Mount Sinai Hospital, New York, was recently 
appointed director of the Hadassah Medical Organization 
which carries on work in the Holy Land. Dr. Bluestone 
will sail for Palestine early in March where he will take 
up the direction of the organization for three years. 

The Hadassah Medical Organization was established in 
Palestine in 1918 under the directorship of Dr. I. M. 
Rubinow, as the American Zionist Medical Unit. The 
purpose of its work is to establish an adequate, non- 
sectarian public health system for Palestine. Four hos- 
pitals, located in five large districts, are the points from 
which the service is rendered, Rothschild Hospital, Jeru- 
salem, being the headquarters of the organization. Each 
district has a chain of dispensaries and public health sta- 
tions, which include welfare and maternity clinics and 
medical circuits. An annual budget of $600,000 operates 
the organization which embraces all of the medical work 
in the Holy Land, with the exception of two small hos- 
pitals and the British Public Health System. 





DR. THOMSON EDITS MEDICAL JOURNAL 


Dr. Alec N. Thomson, secretary of the Kings County 
Medical Society, Brooklyn, N. Y., has been made editor 
of the Long Island Medical Journal, succeeding Dr. Frank 
Overton. Dr. Thomson will have his editorial offices at 
1313 Bedford Avenue, Brooklyn, where the Kings County 
Medical Society is located. The first issue under his 
guidance will be the January number. 





HOME FOR HELP AT EVANSTON 


The Evanston Hospital, Evansten, IIl., has let the 

contract for a new building to be known as “Hendrey 
House” in which living quarters for the help other than 
the professional staff will be provided. The new build- 
ing has been named in honor of William Hendrey who has 
been chief engineer at the hospital since 1901. 
' The building will be four stories in height with dining 
room, recreation room and single sleeping rooms. The 
architects are Richard E. Schmidt, Garden and Martin, 
Chicago. Miss Ada Belle McCleery is superintendent. 





STRONG MEMORIAL HOSPITAL OPENED 


Patients were admitted for the first time, January 4, 
at the Strong Memorial Hospital, Rochester, N. Y. The 
hospital is at the extreme south of the city and is con- 
nected with the new municipal hospital now being com- 
pleted. It will be a teaching hospital as well as a general 
and municipal hospital, having an educational connection 
with the medical school of the University of Rochester. 
Dr. Nathaniel Faxon is the superintendent. 





MASSACHUSETTS OCCUPATIONAL THER- 
APISTS INSPECT BOSTON HOSPITALS 


An inspection trip through the occupational therapy 
departments of the Robert Brent Brigham Hospital, Bos- 
ton State Hospital and Boston Psychopathic Hospital, 
and the Boston School of Occupational Therapy, featured 
the conference of the Massachusetts Association of Oc- 
cupational Therapy, December 11 and 12, Boston. 

The afternoon session of the first day’s meeting was 
occupied by the presentation of several papers, chief 
among which was “The Occupational Therapy Plan of the 
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New York State Hospital Commission,” given by Mrs, 
Eleanor Clarke Slagle, New York. The general discus. 
sion that followed was conducted by Dr. John D. Adams, 
Boston. The banquet at the Hotel Vendome was attended 
by most of those registered at the conference who heard 
the principal address given by Dr. E. G. Brackett, hon- 
orary president of the association. 

The concluding meeting on Saturday morning was de- 
voted to occupational therapy treatment as it affects 
various cases, and was followed by a lively round table 
discussion on mental work, led by Miss Frances Wood, 
member of the board of managers of the association. 





NEW YEAR WITNESSES BEGINNING OF 
CHICAGO MEMORIAL CONSTRUCTION 


Construction work has been commenced on the Chi- 
cago Memorial Hospital, formerly known as the Hahne- 
mann hospital. The new building will cost $1,000,000 and 
is located on Groveland Park, at 38rd Street and the 
Lake, Chicago. The completed buildings will be eleven 
stories in height, although only six of these are being 
erected at the present time. The cost of the present 
buildings, including equipment, will be $650,000. The old 
hospital contained accommodations for 150 beds, but hav- 
ing outlived its usefulness, the board of directors of the 
hospital decided to replace it with the modern structure. 
One hundred beds will be provided at the outset, accord 
ing to John E. Wilder, president of the board. Future 
additional stories will increase the capacity to 200 beds. 


NORTHWESTERN UNIVERSITY GIVES NEW 
SITE TO PASSAVANT HOSPITAL 


Passavant Hospital, Chicago, will build a new $1,500,- 
000 structure on a site recently given to the hospital by 
Northwestern University which will include the new 
building in the group rising on the new McKinlock campus 
on the lake front. The University has given the site to 
the hospital for a period of ninety-nine years virtually in 
exchange for the services that Passavant Hospital has 
rendered to the citizens of Chicago. 

One third of the beds will be set aside for the North- 
western University Medical School for the clinical in- 
struction of students under the direction of the teachers 
of the hospital staff. The staff will be composed of phy- 
sicians at the head of various departments of the medi- 
cal school. 

Plans for the 200-bed structure are under preparation 
by Holabird and Roche, Architects, Chicago. 








ROUND TABLE FEATURES MEETINGS OF 
THE NEW JERSEY HOSPITAL ASSOCIATION 


A meeting of the New Jersey Hospital Association 
which was held December 11 at the Alexander Hamilton 
Hotel, Paterson, was attended by representatives of a 
majority of the hospitals of the state, including many Sis- 
ters of Charity of Catholic hospitals in the vicinity of 
Paterson. 

The morning session was given over to a five-hour 
round table discussion of hospital problems which brought 
forth many varied and interesting ideas on hospitaliza- 
tion. After a luncheon the afternoon session was called 
to order by Dr. Samuel B. English, vice-president of the 
association, and a program of ten questions, prepared by 
W. C. Lyon, superintendent, Mercer Hospital, Trenton, 
was taken part in by the association members. 
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Hawkins who was hurt yesterday.” 

This or a similar question is asked hospital 
telephone operators many times a day by newspaper re- 
porters and the manner in which it is answered greatly 
concerns both hospital and newspaper. Suppose the op- 
erator, without ascertaining Mr. Hawkins’ condition, says, 
“Oh, he’s all right. Coming on fine. Anything happen 
around town last night?” 

In such a case the newspaper’s first edition carries a 
little story saying that “hospital authorities this morning 
stated that Mr. Hawkins’ condition was greatly improved 
and recovery is assured.” 

But if Mr. Hawkins dies at noon from the effects of 
his injuries, the afternoon edition will state “injuries. 
prove fatal to Mr. Hawkins.” The public is entitled to 
conclude that the newspaper made a poor guess or that 
the hospital authorities did not know Mr. Hawkins’ con- 
dition a few hours before he died. It is just a little 
thing, to be sure, but its effects are numerous and sig- 
nificant. 

The newspaper is provoked, the hospital manager is ex- 
asperated or embarrassed, the reporter is chastised by 
the city editor and the managing editor has either spoken 
curtly to the city editor or wondered what was the matter 
with the hospital. 


How the Right Contact Affects News 


That is the way little unpleasantries creep into the 
relation of hospitals and newspapers and mar the effective 
cooperation which each earnestly desires. If the manag- 
ing editor or city editor had talked with the hospital man- 
ager, an accurate report would have been forthcoming, 
but when the reporter talks with the telephone operator, 
the situation is altered and inaccuracies creep in. It is 
not to be expected that the city editor can talk with the 
hospital director on every news story, for each is al- 
together too busy with more important work. But the 
importance of this contact has been neglected and since 
the reporter and telephone operator are the respective 
contacts on routine news, their relationship should be one 
of definite understanding. If newspaper editors knew 
more about the organization of hospitals and if hospital 
directors knew more about the working habits of news- 
papers, the executives of each could devise means to pro- 


*This is the first of a series of articles on the hospital and the news- 
Paper, prepared for Tur MopERN HOosPITAL by a_ reporter whose 
experience qualifies him to understand the problems of both. 


ae is the News speaking. How about that man 
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WHY SHOULD HOSPITALS 


AND 


NEWSPAPERS 


COOPERATE» 


mote more effective cooperation and avoid situations which 
prove mutually embarrassing and disastrous. It is not 
enough for the hospital manager to know the managing 
editor; he should know the city editor and the police re- 
porter as well as just how his own telephone operator is 
handling the news which so vitally affects him and the 
institution he directs. 


How Newspapers Operate 


The local staff of a newspaper is practically the same 
throughout the country. In the larger cities it is more 
highly organized and elaborate, but to a great extent all 
staffs operate on the same general plan and the out- 
line of the plan will serve broadly for one city as well 
as another. We will take as our example an evening 
newspaper in a city of 200,000 population. The organiza- 
tion here presented will conform on general lines with that 
of other newspapers throughout the United States. 

At the head of the city staff of a newspaper is the 
city editor. It is his duty to get the news speedily and 
accurately. He must get a certain amount of it before 
the competing paper and not allow the opposition to 
“scoop” his paper. His staff of reporters varies in num- 
ber according to the size of the city and the newspaper. 
The reporter who comes most in contact with hospitals is 
the police reporter. He may or may not have assistants, 
depending again on the size of the city and his paper. 
The police reporter covers all news which has a police 
angle, such as fires, crime, accidents and other happenings 
which originate or lead to his main news source, the 
police headquarters. That is where he spends most of 
his time, and the hospitals, with which he must keep 
in constant touch, are usually “covered” by telephone. 

The police reporter calls each hospital no less than half 
a dozen times each day. He may be checking up on 
some accident case when he asks “is there anything new?” 
Unfortunately, he does not often talk with a staff phy- 
sician. Usually the information he wishes is supplied 
by the telephone operator who he assumes (often wrongly) 
has communicated with the proper authorities before re- 
leasing the information. In turn he gives this informa- 
tion to the city editor or rewrite man who passes it to 
the city editor. The city editor has no way of determin- 
ing its accuracy except by experience plus that uncanny 
sense for detecting errors and misrepresentation, which 
is peculiar to, and highly developed in, city editors. 

The point in this relationship is that the newspaper de- 
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pends on its reporter and the hospital on its telephone op- 
erator for collecting the news which goes to the public 
and by which the public judges both hospital and news- 
paper. Both the hospital and newspaper are eager to 
have the news correct and accurate and each can take 
steps to insure that greater care is exercised in handling 
news. 


Give All Newspapers an Equal Chance 


There is another angle of this situation which often 
works to the disadvantage of the hospital. The police re- 
porter is very jealous of his reputation for speed and ac- 
curacy. His job depends on these virtues and his earn- 
ing capacity is governed by the manner in which he ex- 
hibits them. He has as great professional pride as any 
man. If for one reason or another he is “scooped” at 
the hospital, he is very apt to be resentful and take his 
revenge out on the hospital. If a certain hospital seems 
to be favoring one paper with its news, the city editor 
of the other paper is apt to “bear down” on that hos- 
pital. All this takes place without the knowledge of the 
managing editor or hospital director. Of course, if it is a 
major issue, these two executives get together and ar- 
range a satisfactory adjustment. But it is these little 
things that cause the greatest havoc. 

To illustrate: I once was working the police beat in 
a city of 150,000. This city had three large hospitals. 
Just before my paper went to press each afternoon, I 
called all three hospitals to check up on the cases I was 
watching and to learn if anything new had happened. 
One afternoon I called the hospitals and received the 
usual reply of “no news.” We thus went to press, feeling 
assured of protection. Imagine my surprise and chagrin 
when the competing paper came out with a story that two 
men had been injured at a rail crossing in the county, 
one of whom had died at one of the hospitals before we 
had gone to press. The police station had had no report 
of the accident at the time I left. The victims had been 
taken directly to one of the hospitals. It was my phone 
call that had failed to bring a report of the emergency. 
Naturally, the enraged city editor took me to task for my 
error, for such it was, and such it always will be. My 
first reaction was to “cuss” the hospital, for I knew the 
eperator had “held out” on me. I immediately called the 
operator, but she said she did not know at the time of 
my previous call that the men had been brought to the 
hospital. The managing editor was chagrined; the city 
editor was outraged and I was ashamed, embarrassed and 
resentful. Subsequent investigation disclosed that the 
hospital telephone operator had known about the accident 
when I first called, but that she was a particular friend 
of the competing reporter and had deliberately “held out’’ 
on me. When this fact was brought to the hospital man- 
ager’s attention, a satisfactory adjustment was made, but 
for a few days I would have enjoyed writing a story 

which would have hurt that hospital. 


Importance of Good Telephone Operator 


It obviously is to the hospital’s advantage to have a 
competent, conscientious, and intelligent telephone oper- 
ator. She should be one who knows the importance of 
impartial and efficient service to newspapers. It is equally 
obvious that the hospital will benefit greatly if it has 
a quick and accurate system of getting information for 
the newspapers to its telephone operator. A little extra 
service along this line may win the everlasting gratitude 
and friendship of the whole newspaper staff. An operator 
who will call a city editor and ask him if he had a report 
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on a big accident case can do more to further cooperation 
and friendly relations between hospital and newspaper 
than all the visits of managing editors and hospital man- 
agers in the world. 

If the city editor has had the report, he is pleased to 
know that the operator is watching his interests and he 
feels grateful for the protection. His attitude is one of 
kindness with the result that he is eager to do that hos- 
pital a good turn. If the telephone operator’s report 
breaks the news to him, she takes an outstanding place 
in his acquaintance with operators. Nothing so dis- 
pleases a city editor as to be “scooped,” and never is he 
so elated and grateful as when he is getting news promptly 
and perhaps “scooping” his competitor. 


Hospitals Generally Non-Cooperative 


A veteran newspaper man who has worked in many 
cities throughout the country recently told me that there 
is no news source which is so poorly organized and ap- 
parently so indifferent to the manner in which its news 
is handled as hospitals. But hospitals are eager to have 
their pews properly handled and more attention to the 
details will effect the desired result. 

This is not a one-sided proposition and the newspaper 
has an obligation to do all it can to cooperate with the 
hospital. Every newspaper is eager to do that and an 
orderly system of gathering news from hospitals instead 
of the present more or less haphazard method will be 
greatly welcomed. It is a case of mutual endeavor. On 
the hospital’s side the essential features of the system 
should be: 

(1) Assurance that the telephone operator is efficient, 
conscientious, intelligent and honest. 

(2) Speedy and accurate means of getting information 
to the operator. A physician cannot always stop his work 
to talk with a reporter, but the operator can be supplied 
with the necessary data. 

(3) A system by which relief operators are informed 
of what has transpired so that they can intelligently ans- 
wer the reporter’s questions. 

(4) A willingness on the part of all to cooperate with 
the newspaper and to consider reporters as well as edi- 
tors in the light of friends and not merely bothersome in- 
truders. 

(5) <A careful checking of newspaper stories for in- 
accuracies and a subsequent report to the city editor when 
such occur. Such information is always welcomed by the 
city editor who will take steps to avoid future occur- 
ences. It is much better to notify him rather than the 
managing editor. 

(6) <A willingness to take particular pains to make 
clear all points more or less obscure to the layman in 
order that the reporter and city editor may handle the 
story intelligently. 

If you do not know the newspaper men who are hand- 
ling the news from your institution, get acquainted with 
them. You will find them likable and eager to adjust 
themselves to your way of handling things. Drop into 
their office to see them and make them feel that they are 
always welcome at the hospital. Ask their advice and 
cooperation in working out a better method of handling 
news. Your visit will prove mutually pleasant and profit- 
able. 





Pindarus speaks of houses in Athens, officially chosen, 
where the sick poor repaired at fixed times for relief from 
disease. Those houses were, perhaps, comparable to our 
present-day dispensaries. 
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DISPENSARY RELATIONSHIPS 


REPORT OF COMMITTEE rs ddehiaeniaas WORK OF THE 
. HLA. 


By A. N. Thomson, M.D., 
New York 


has been considering the problems of out-patient 

service. Its committee on out-patient work through- 
out the years strives to formulate ideas and ideals, and 
at the annual conventions of the association the dispensary 
section presents a program aimed at focusing attention 
upon a particular and timely topic of general interest 
and importance. 

At the Louisville convention, by a remarkable coinci- 
dence, the report of the committee on out-patient work 
and the two papers, one by a layman and the other by a 
physician, all emphasized the same points. This seemed 
to suggest that there was collusion in preparation; this, 
we are assured, was not the case. 

Beginning with the appendix and coming forward, the 
report of the committee on out-patient work indicates 
the breadth and scope of the dispensary problem and 
the American Hospital Association’s relationship thereto. 

The bibliography, or more correctly speaking, the refer- 
ence list, is intended to indicate in some measure the 
broadening scope of the problem of service to be rendered 
the ambulatory sick. 

The committee again presented the ideals and policies 
for the administration of clinics, dispensaries or out- 
patient departments, illustrating in greater detail the 
points that it desired to make in its general recommenda- 
tion. The committee further illustrated its points by 
indicating that in one community the clinics and physicians 
working therein had given serious consideration to the 
standards that are essential for satisfactory out-patient 
service. 

In the body of the report the committee attempted to 
outline the breadth and scope of the problem from the 
point of view of planning and by an attempted count of 
the dispensaries in the United States. The committee 
found by a comparison of all available material that there 
are apparently over 4,330 dispensaries in the United States 
classified as follows: 


Ts American Hospital Association for many years 


a i a oe eed aia wee a maha aaalae a wie ear 1,212 
I i i ing a ee a ee ia te ae Racoon aad & calmer 709 
EE a eae Oe ey ee Pen 427 
I ER EE LR AE oe ree ee Pane ee 500 
| REREAEER e en erre 216 
ETS 42.5 tiptaa Sa eta hades Dike Rac itguht wm a tanr  ok waakic aah a6 ak a ae ae 247 
SE ERS POE Dh SESS Ee cae py SREP TPE aS, OO OEE he 423 
SE a a i i a eg we res 136 
SEE: (eWeek iA cuGantl Oecd eek ie et ed eee ee ae aie 450 
4,330 


The committee noted evidence indicating that “volume of 
work done is increasing, that facilities are being increased 
and improved, that closer relationship between in- and 
out-patient services is being developed, that totally free 
service is decreasing, that social service is being generally 
recognized as a valuable asset, and that, generally, 
throughout the country, the needs of the ambulatory sick 
are being recognized and, in increasing measure, pro- 
vided for.” 

In cooperation with the officers in the section on out- 
patient work, the program for the meeting of the section 
at the Louisville convention was developed by asking two 
speakers to present their conception of the relation of the 
dispensary to the community, Dr. Polak from the point 
of view of the medical profession working within the 


institution, and Mr. Conrad from the angle of the com- 
munity agency utilizing out-patient service for its clinics. 
Dr. Polak is professor of obstetrics and gynecology in 
the Long Island College Hospital Medical School and re- 
gional consultant of the health department of the State 
of New York maternity work; he is obstetrician and 
gynecological surgeon at the Beth Israel Hospital, New 
York, and the United Zion Hospital, Brooklyn, N. Y., and 
consultant obstetrician and gynecologist to other hos- 
pitals in Brooklyn and Long Island. 

Mr. Conrad was asked to present the community phase 
of the relationship problem because of his past experi- 
ence in the social welfare field and his present position of 
director of the community chest of New Orleans, La. 

Neither the authors of the papers, nor the members 
of the committee had the slightest idea of presenting a 
concerted drive in order to make certain points. Therc 
was no previous acquaintanceship, and with one exception 
introductions were in order when the dispensary section 
was called to order in Louisville. Nevertheless, it will 
be found upon reading the report and the papers, that, 
in general, with difference in wording, the same points 
are stressed from the point of view of a physician and 
teacher of medicine, a welfare worker and purchaser of 
medical service, and a committee whose particular func- 
tion it is to observe and evaluate the dispensary movement 
throughout the country. 


Relation of the Dispensary to the 
Community 


By John Osborn Polak, M.D. 
Brooklyn, N. Y. 


The public has come to recognize that there can be 
efficiency in medicine as well as efficiency in business, 
and that it is good economics to keep the people well. 

In order to accomplish this we are spending millions 
of dollars to regulate our water supply; to inspect and 
regulate our milk supply; for the protection of our oyster 
beds from sewage; for the regulation and periodic exami- 
nation of our school children; to prevent contagion and 
the spread of the exanthemata. As a result typhoid, 
typhus and other intestinal diseases caused by food pollu- 
tion are almost unknown, and the contagious diseases 
among children are, in most localities, well controlled. 

While all this is creditable and is producing gratifying 
results, little attention is being given to what may be 
accomplished by the dispensary in preventive medicine. 

I take it that the ultimate object of medicine is to 
render efficient service to the individual and to the com- 
munity so that all classes, rich and poor alike, may be 
the recipients of this service. This is given through 
several agencies—the family physician, the specialist, the 
health centers, the dispensary and the hospital—and is 
supervised in one way or another by local or state au- 
thority. 

In this day of preventive medicine the dispensary must 
become the medica] teaching center of the community for 
a large proportion of the moderate wage-earning part of 
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our population. It has, therefore, a five-fold function, 
namely: 

To prevent the spread of disease by its early recogni- 
tion and proper disposition and thus to act as a safe- 
guard to the hospital and the community. 

To treat the ambulatory sick and care for surgical em- 
ergencies. 

To educate the public in the evaluation of diet, exercise 
and personal hygiene. 

To train the physician and nurses in diagnosis, tech- 
nique and treatment. 

To instruct the student and graduate in the art of 
medicine and the practice of surgery. 

To become the district nurse center for the community 
it serves. 

Are dispensaries giving this service and are they ful- 
filling their responsibilities to the public? Any survey of 
our dispensary services will answer this question in the 
negative, and why? Because of the lack of a proper 
physical plant and inadequate laboratory facilities; be- 
cause of inefficiency, lack of organization or proper super- 
vision of the medical staff; and, finally, because of the 
failure on the part of boards of trustees to appreciate 
the far-reaching benefit resulting from a properly con- 
ducted dispensary and the necessity of correlating the 
other health agencies with the dispensary as a medical 
and health center. 

If we were to adopt the minimum standard for dispen- 
Saries, as we have for our hospitals, the out-patient clinic 
would soon take its proper place as a health center for 
the ambulatory sick and would be the first point of 
contact, the clearing house, for incipient disease. 

To have this minimum plant and equipment, boards of 
trustees must allocate sufficient funds to install it, main- 
tain it and man it; equipment without the proper techni- 
cians is useless. Again, greater care must be given to 
the selection of capable men for attending positions. 

The dispensary, the social service staff and the hospital 
make up the complete unit for the care of the sick and 
each must do its part to attain the required results. 

Disease in its early stages is almost always ambulatory. 
It is, however, at this time that it should come in con- 
tact with the experienced physician in order that the 
correct diagnosis may be arrived at, proper advice given 
to the patient, or proper disposition made of the case. 
This, however, is not the general practice, for the majority 
of the dispensary classes are attended by the recent 
graduate, the intern or an ex-intern, fresh from his 
college or hospital training, and proper supervision is 
lacking. As a result the real function of the dispensary, 
namely, to act as a safeguard to the hospital and to the 
community, is defeated. 


Early Diagnosis Necessary 


My observations lead me to believe that this function 
‘is not generally recognized either by the trustees, the 
profession or the public; yet if the diagnosis is made 
early and is correct, the hospital may be saved many 
thousands of dollars for maintenance, the community pro- 
tected against contagion, and the patient rescued from 
a possible life of invalidism or of chronic disease. 

While I may be regarded as a heretic, I make bold to 
venture the statement that the graduate of today, not- 
withstanding the fact that he is better read, and has had 
a better laboratory training, is not so well equipped for 
general practice as was the graduate of twenty years 
ago. He is more dependent upon laboratory data and 
special consultation. He has missed. the guidance of the 
preceptor, the contact with the individual, and does not 
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utilize to their full value the six senses that have beep 
given him, especially his common sense. 

The picture of disease was apparent and unmistakable 
to some of our predecessors, and their accuracy in diag. 
nosis was remarkable, for their observation had beep 
developed. Applied therapeutics, pharmacy and prescrip. 
tion writing are things of the past, while little or no 
time is spent in treatment except in the accentuation of 
the value of rest. 

The clinical clerkships that all of our senior students 
receive are in the hospitals, with their magnificent equip- 
ment, and it is the end-results, not the prodromal symp- 
toms of the disease that the student becomes familiar 
with. Hence, when he enters into practice and comes into 
contact with the first signs of incipient disease he is 
ill-equipped to recognize it or to deal with it. 


No Opportunity for Clinical Study 


There is no opportunity afforded the medical man for 
the clinical study of incipient disease that compares with 
the attendance on, and the successful development of a 
dispensary class. The result that he attains is an index 
of his future success in practice, for it is in the dispensary 
that he makes his human contacts. 

It is generally acknowledged that a dollar invested in 
the dispensary goes many times further than a dollar 
invested in the hospital, for the dispensary is the first 
point of contact in any well organized service for the 
prompt recognition of disease. Furthermore, it may be 
said, that one hour spent in the dispensary is of more 
value than many hours spent in the hospitals, for in the 
dispensary, the physician: 

(1) Acquires the art of history taking. 

(2) Becomes familiar with the sequence and signi- 
ficance of symptoms. 

(3) Becomes trained in clinical observation by the use 
of his senses. 

(4) Learns the human side of the profession. 

(5) Becomes less dependent on laboratory data. 

(6) Is afforded the opportunity to practice applied 
therapeutics and study his end-results as well as those of 
others, which remind him of his own shortcomings as well 
as those of his fellows. 

I am in the habit of telling my students that medicine 
is divided into scientific medicine and the art of practice. 
The former satisfies the physician, while the latter re- 
lieves and holds the patient, but the successful physician 
or surgeon must be master of both. 

Your association has done much for the benefit of 
hospitals, changing them from boarding houses for the 
sick to well equipped workshops for the diagnosis and 
cure of disease, and I feel it is time that this association 
should take part in the development of dispensaries so 
that they may give community service. To do this, it 
will be necessary to educate not only our boards of trustees 
and our philanthropic donors, but many of the leaders 
in the medical profession as to what can be expected 
from the model clinic. Take, for illustration, what has 
been done by prenatal care in our ante partum clinics. 
Women are taught the hygiene of pregnancy, the necessity 
of careful medical observation as to their blood pressure, 
urine and weight during their pregnancy; that they can 
get better care in the hospital at the time of their con- 
finement than they can at home. Eclampsia, which made 
up 29 per cent of the deaths in childbed, has been re- 
duced to 3 or 4 per cent; sepsis which made up 43 per cent 
has been reduced to less than 1 per cent; while stillbirths 
in the average hospital or lyjng-in service seldom exceed 
2 per cent. This but illustrates what education, propa- 
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ganda and the community contact may do in one line. 

Another thought which I should like to set before you 
is this: Should each dispensary develop special clinics, 
such as, ophthalmology, dermatology, neurology and many 
other specialities or should it expend its energies in per- 
fecting clinics in medicine, diagnosis, surgical emergen- 
cies, ante partum care and pediatrics, leaving the special 
hospitals to develop the special clinics? Certainly in the 
larger cities such a plan would be in the interest of the 
community. 

In conclusion, the first improvement demanded, to my 
mind, is the proper equipment of the dispensary so that the 
worker, in whatever field, may have at his command the 
necessary physical adjuncts and aids to diagnosis. 

The dispensary should be a part of the hospital unit, 
manned by capable men. To accomplish this more care 
must be exercised in the selection of attendants and each 
class should be in charge of a chief, who is also a senior 
member of the hospital staff, so that the sequence of 
attendance from the dispensary to the hospital, and back 
again to the dispensary is not broken. In this way the 
interests of the patient and the interest in the patient 
is best maintained. 

Conscientious and productive work in the dispensary 
should have its compensation either on the basis of a pay 
clinic, or by recognition and promotion. This presupposes 
the adoption of the merit system and would make dis- 
pensary places sought after. Not until these points are 
recognized can we expect the best type of men to accept 
dispensary positions, nor will the community receive from 
the dispensary maximum benefits. 


Coordinating Welfare Agency and 
Dispensary Work 


By Sherman Conrad 
New Orleans, La. 


It has been difficult for me to determine the angle 
from which I should approach the rather general topic 
which we are discussing. I confess I was tempted to try 
to measure the extent of the contribution which the out- 
patient department makes to the community health. Some 
very interesting attempts have been made in that direc- 
tion. 

There is another approach to this subject, however, 
and that is the consideration of certain forces, or view- 
points that largely determine the contribution of the out- 
patient service, or the dispensary as social workers com- 
monly know it. I believe that you will be interested in 
considering the part that the workers in the outside 
social agencies play, or should play in creating and modi- 
fying these forces. 


Social Workers Affect Attendance at Dispensaries 


We can, for our purposes, assume that the dispensary 
makes a real contribution to the community’s health, and 
we can, too, assume that the measure of that contribution 
is determined by the effectiveness of the dispensary’s 
program. 

What relation do the welfare agencies bear to this, and 
what contribution can they make toward it? 

Again certain things are obvious. The dispensary 
Serves only the people that come to it. The social agen- 
cies can largely affect that number. The development of 
social work as a profession is leading to a gathering of 
more exact information and more careful study of this 
information. One of the things recently realized is the 
surprisingly large precentage of cases of poverty and 
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economic maladjustment that are due to mental or physical 
illness. The good case worker today will tell you that 
the health of her clients is of primary importance. Yet 
the surprising thing is that, the country over, the use 
which these workers make of dispensary facilities is com- 
paratively small. Now I do not mean necessarily that 
there is ever a day when the dispensary does not treat 
some patient whom a social worker has brought in. But, 
in view of the number of cases in which adequate health 
service is needed, the number of those for whom the 
social worker insists upon securing such service is sig- 
nificantly small. 
Inadequacy of Staffs 


Several factors contribute to this which are not entirely 
germane to our discussion today, such as the inadequacy 
in number of the staff of many of our agencies which leads 
to hasty, incomplete and ineffective work, and the inade- 
quacy of the training of the individual workers, who fail 
to realize the significance of the health problems involved. 
But these are not the only factors, nor do they affect 
the marked preference of so many workers for office con- 
ferences with individual physicians. I have had some 
interesting reactions in trying to discover the reasons for 
this. 

There is a fairly general distrust of the effectiveness 
of dispensary treatment. One well trained child welfare 
worker succeeded in rounding up some thirty babies for 
a well baby clinic. As she expressed it: “The nurse 
undressed them, the doctor thumped them on the back, 
rolled them over, thumped them on the chest, and told 
the nurse to dress them.” Now this is not illustrative of 
dispensary treatment, but it is illustrative of the opinion 
which many of our well trained workers hold of it. During 
the early stages of a toxin anti-toxin demonstration in the 
anthracite coal region, in which nearly 3,500 children were 
ultimately given the complete treatment, a physician who 
had provided himself with serum for forty children dis- 
covered that an energetic group of social workers had 
brought in over a hundred. In the presence of the 
workers he diluted the serum sufficiently to inoculate the 
entire number. Without going into the medical or ethical 
questions involved, the psychological reaction on the 
workers was such as almost to ruin the demonstration. 

These are extreme cases, of course, but I cite them 
because they illustrate so vividly a feeiing that is all 
too common. This feeling is strengthened by frequent 
cases of conflicting diagnosis of which perhaps the most 
common illustration is the social worker who take: John 
to Dispensary A where he is told that he has tuberculosis; 
he goes by himself to Dispensary B the next week and 
is told that he hasn’t. 

But this distrust of the efficacy of dispensary treatment 
is perhaps not as important as the fact that to get dis- 
pensary service consumes an enormous amount of time. 
Johnnie needs an examination; the worker comes down 
early to take him to the nine o’clock clinic. But thirty 
other patients have been told to come at nine o'clock. 
The doctor is delayed and gets in at 10:15 a. m. No 
plan is made to take the worker’s client first. There is, 
of course, a question as to whether or not there should 
be such a plan. At any rate it is noon before the social 
worker can get Johnnie home and she has many other 
things to do. Or, take the case related to me regarding 
an orthopedic clinic in a large hospital. Three workers, 
after three weeks’ work, brought fourteen crippled chil- 
dren to a ten o’clock clinic. Most of them were accom- 
panied by their parents. The doctor came in, went up- 


stairs to see his private patients, and came down at 
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12:15 to say he could not hold his clinic that day. “Bring 
them back next Saturday.’”’ Exceptional cases? Yes, 
certainly not the average, but not so exceptional that they 
will not be quoted by almost any group of social workers. 

It is not the social worker alone who feels this. It is 
primarily the prospective patient. He distrusts the dis- 
pensary service, fears that he will be experimented upon 
by students, is profoundly affected by the depressing at- 
mosphere of the average clinic waiting room, and the im- 
personal way in which he is herded in and out. He, too, 
is inconvenienced by the long waits and often can ill 
afford the time taken from work. But what I want to 
emphasize is that in too many cases the social worker 
comes so close to agreeing with him that she lacks the 
necessary enthusiasm to persuade him to believe otherwise. 

I do not know how much of this feeling is interwoven 
with the rather undefined but very general conviction 
among social workers that the dispensary underestimates 
or ignores the contribution which they could make to the 
health program. Personally, I believe it is a real con- 
tribution. If hospital social service has taught us any- 
thing it has taught us the inadequacy of purely medical 
treatment of many health problems. It has demonstrated 
the necessity of understanding social as well as medical 
histories, the importance of influencing home environment. 
The trained social worker can relate the histories and 
influence the home environment, but the dispensary does 
not give her the opportunity to do so. 


Cooperation of Dispensaries and Agencies 


Now, if we grant that. in some measure at least, what 
I have said is true, what ought to be done about it? If 
we believe, as of course we do, that the social agencies 
and the dispensaries should work together more effectively 
for a wider community use of dispensary facilities, how 
are we going to get them to do it? What would the 
social agencies have the dispensaries do? 

We get at once on to difficult ground. It is always 
easier to criticize than it is to offer constructive sug- 
gestions. But certain things may be said; I know that 
these suggestions are not new to this group but I think 
they are worth repeating because of the emphasis they 
may receive as coming from a different group. 

First of all, we must develop our dispensaries as more 
responsible and more complete units. I mean that if they 
are independent of hospitals they must have an active, 
functioning board of directors, alert alike to their needs 
and to their opportunities for service. If they are 
part of our hospitals they must be a more distinct, a 
more important part. The dispensary should have at 
least the degree of individual integrity within the hos- 
pital that the nurses’ training school has. It must be 
somebody’s chief concern. It must have its own staff, 
conscious alike of its distinctive opportunities and its 
distinctive responsibilities. At least as much attention 
must be given to providing a prompt, efficient, courteous 
service as is given in the ordinary doctor’s private prac- 
tice. Indeed I believe that more attention must be given. 
Few of us would buy our hats or shoes or life insurance 
under the conditions existing in the average doctor’s 
office. We tolerate such medical service only because 
we see ill health as the only alternative. If we are to 
bring a health service to that portion of the community 
which is only vaguely conscious of its need, we have much 
to learn from the field of salesmanship. This refers 
not only to questions of personnel but to the matter of 
physical conditions. The back yard dispensary is limited 
in its usefulness. We have a significant example in the 
merchant who invests in an attractive store front. 
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Second, we must bring to the out-patient service the 
contribution which hospital social service has brought 
to the in-patient service. I am not certain that we need 
as complete a service, but we need more than we have. 
We must assemble more complete social and medical his- 
tories, and provision must be made for actually using 
similar information secured by other dispensaries and by 
outside social agencies. An interesting example of this 
is being tried in one of our “chest” cities. We all know 
the cost of the wandering patient, not only in time but 
in special service, such as x-ray and laboratory analysis, 
Before giving any service the dispensaries of this city 
clear every case except emergencies, with the social serv- 
ice exchange. If the patient is known to another dis- 
pensary he is either sent back there or formally trans- 
ferred to the second institution. In the latter case the 
history and plates are sent over for study before treat- 
ment. This requires more office assistance but despite 
the added cost it is more than paying for itself in actual 
saving entirely aside from its effect on treatment. As a 
minimum we must provide a social service force sufficient 
to secure or to assemble from the outside agencies the 
available social material and to interpret it to the staff. 

It is almost as important that this force be able to 
interpret the dispensary to the other agencies in the com- 
munity. I am thinking here not only of the medical 
findings concerning the individual patient, but also of 
the dispensary’s program of service to the community. 
The contact between the dispensary and the other agencies 
in the field of social service must be made closer and more 
personal. 

We talk a great deal ahout cooperation. It has become 
one of those magic words about which Sinclair Lewis 
ought to write a book. I don’t like the word, but I do 
look for the day when the workers from our dispensaries 
and from our other social agencies will know each other 
so well personally, and will so clearly understand and 
appreciate each other’s services and difficulties that they 
will work together without realizing that they are co- 
operating. 





DEFINITE TRAINING COURSES FOR 
ORDERLIES 


“It would surely be a waste of valuable time and 
energy to attempt educational courses for the floating 
type of employee which the hospitals usually have to 
depend upon for this class of work,” states Margaret 
Robinson, superintendent of Montefiore Hospital, Pitts- 
burgh, in speaking of orderlies and attendants. “The 
greater part of them are here today and gone tomorrow. 
We find among them mental and physical derelicts—many 
chronic alcoholics—more than occasionally they prove to 
be thieves. 

“There might be one way out of this ‘cul de sac.’ This 
would be to change our policy of selection, to make more 
of an effort to put work into the hands of the self- 
respecting and respected younger student type. Every 
city and every town possesses a certain number of young 
men and women who could be obtained through colleges, 
schools, churches, and the Y. M. C. A. These youths 
are endeavoring to educate themselves and must work at 
least part of the time each day in order to do it. If such 
a type of personnel could be encouraged and procured 
for the orderly and attendant staffs in the hospitals, 
they would undoubtedly produce infinitely better service 
in this department.” 
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KITCHEN AND FOOD EQUIPMENT AT JAMES 
WHITCOMB RILEY HOSPITAL 


LTHOUGH all the service departments of the James 
Whitcomb Riley Hospital, Indianapolis, have been 
splendidly planned and equipped, the facilities for 

the preparation, cooking and serving of food are so un- 
usually efficient that they merit special attention. A trip 
through the main kitchen and the auxiliary rooms will 
serve to point out the main equipment and arrangement 
of the department. 

The decision to adopt the central service plan was 
reached only after careful consideration. Under this 
plan the food trays are all set up in the main kitchen, 
under the supervision of the 
dietitian, placed in the elec- - 
trically heated food trucks | 
and taken to the various 
wards. 

Directly across from the 
dietitian’s office is the diet 
kitchen leading from the cor- 
ridor extending to the main 
kitchen. In this room, which 
has been planned to save 
unnecessary steps, may be 
found a mixing machine, 
compartment steamer, 
ranges and broiler along 
the north wall, a cabinet, 
table and sink along the 
east wall, and a cabinet 
and refrigerator along the 
west wall. In the center of 
the room are located the 
steam table and the cook’s 
table with bain marie and 
sink and an overhead uten- 
sil rack. Light for the diet 
kitchen is provided through 
two windows opening onto a court that abuts that part of 
the hospital building. 

Upon entering the main kitchen, which is forty by 
sixty-eight feet, one is impressed by the cleanliness of 
the room. Five sets of large windows along the east 
and west walls opening onto courts provide ample light. 





Sanitation and Ventilation 


The arched roof, painted white, and the sanitary walls 
of vitreous white, unglazed six-inch tile to a height of 
eight feet, make the best distribution of the light from 
the windows. Ventilating ducts along the walls and in 
the ceiling secure fresh air from every direction. The 
floor and cove base are of red quarry tile, six inches 
Square, which allows easy cleaning. 

The cooking equipment is surrounded by wark and 
steam tables. Along the south aisle is a monel metal 
table and cabinet, on top of which is a bread slicer and 
milk urn. The table towards the west is for keeping 
trays warm before they are placed in the food trucks that 
are loaded in this aisle. Directly east of this tray warmer 
are located a cook’s table with overhead utensil rack and 
the steam tables and warmers. 

The cooking equipment consists of two broilers, a bat- 
tery of ranges and a cereal cooker which may also be 
used to sterilize milk. Behind the cooker is a meat 
roaster, next to it a four-bushel open pattern type vege- 








Sice corridor showing entrance to one of the cafeterias. 


table cooker and finally three steam jacketed aluminum 
kettles directly behind the broilers. Over this bank of 
apparatus is a large ventilating canopy of monel metal 
and plate glass that facilitates the passage of light. Two 
cook’s tables with cabinets beneath and an overhead 
utensil rack allow easy access to the kettles and cookers. 

North of the steam table and cereal cooker is another 
monel metal worktable on top of which is a bread slicer. 
Across the aisle from this worktable is the meat bench 
and meat chopper for daily needs and one of the three 
doors to the kitchen refrigerators. Along the aisle to 
the right of the refrigera- 
tors is the salad table and 
mixing machine. 

This labor-saving ma- 
chine may be utilized to 
mash potatoes, strain soups, 
make mayonnaise dressing, 
grind meats and peanut 
butter, cube and cut vege- 
tables and grind coffee. All 
equipment in the main kit- 
chen is mounted on a four- 
inch red quarry tile base 
which facilitates cleaning. 

Just beyond the salad 
table is the door leading to 
the vegetable room and 
scullery. Here is seen a 
vegetable peeler, double 
sink and vegetable table. 
Around the corner of this 
L-shaped room are other 
tables and sinks with bins 
beneath for storing onions, 
carrots and other vege- 
tables. The bakery is lo- 
cated just beyond the vegetable peeler. Ample illumi- 
nation from five large windows, refrigeration facilities, 
large electric ovens, dough mixers, trough and dividers, 
bread racks and cabinet provide ideal conditions for effi- 
cient work and maximum output. The bread cabinet has 
a capacity of 700 one-pound loaves of bread which at the 
present time has proved to be ample for the needs of the 
hospital. 

Along the corridor on which the bakery is located is 
an auxiliary refrigerator, a day storeroom, a mop and 
broom closet and the ice cream room. Six five-gallon 
ice cream jars are provided to store the ice cream from 
the large freezer. This makes serving convenient even for 
a large number of patients. 


Where the Goods Are Received 


Opening off the corridor outside the ice cream room is 
the receiving department, where all goods are carefully 
checked in, and the butcher shop. Here are found the 
meat, poultry and fish sinks, cutting benches and meat 
blocks and also an entrance to the large storage refrig- 
erator. The meats, after being boned, are issued from 
this shop to the daily supply box in the main kitchen, 
with an accurate check kept on the amount delivered there 
daily. 

The butcher shop is under the control of the chef as 
well as the storekeeper, or receiving clerk, and each keeps 











View of main kitchen. 


detailed records of the meats used each day. Besides 
the main meat storage refrigerator, the vegetable refrig- 
erator and dairy products ice box are installed in this 
corridor. The ice room, where an ice crusher is located, 
is at the extreme end of the corridor where all ice used 
in the hospital is prepared. 

All the used dishes are taken to the dish-washing room 
located at the south end of the main kitchen, and through 
a service door in the wall are placed on the soiled dish 
sink. Dishes and glasses are separated, the former 
going to a dishwasher at the right of the attendant and 
the glasses to a machine at the left. A long shelf on 
the south wall of this room is provided for stacking the 
clean dishes, while a silver burnishing machine and silver 
cabinet have been conveniently placed on the east side of 
the room. 

Just around the corner from the entrance to the dish- 
washing room is the nurses’ cafeteria in which are found 
a refrigerator, steam table, toaster, griddle, cold pan and 
ice cream cabinet and coffee urn. The 
swinging door at the other end of the 
cafeteria opens into the nurses’ dining 
room. The help’s cafeteria and dining 
room are located next to the dietitian’s 
office and are outfitted in the same 
manner as the nurses’ cafeteria and 
dining room. 

Across the corridor from the diet 
kitchen is the serving room for the 
staff, which divides the two staff din- 
ing rooms. Especially designed wall 
cabinets, a serving table, food warmer, 
sink, electric griddle and refrigerator 
have been installed for use in this 
room. The milk preparation and 
modification rooms are also found in 
this corridor. Here equipment con- 
sists of sterilizers, pasteurizers, 
ranges, hot plates, sinks, bottle wash- 
ers and work tables, all of which are 
located to save time and labor. 

Diet kitchens on the second and 
third floors of the administration 
building, with serving rooms nearby, 


THE MODERN HOSPITAL 











View 








Vol. XX VI, No, 2 


complete the ideal food serving fg. 
cilities of the hospital. These are 
used for the preparation of special 
diets and for emergency cases. 

All the refrigerators, cooled with a 
brine circulating system, are provided 
with overhead coil compartments 
which, with the continuous circulation 
of cold air, insure a uniform tem- 
perature, guaranteeing perfect condi- 
tion for the food products. 

It is by the combination of these 
many features that the Riley Hospital 
has been able to establish a kitchen 
that has been envied by the many 
visitors from other similar institutions 
who have inspected this widely known 
children’s hospital. The hospital was 
recently host to many superintendents 
who were returning from the conven- 
tion of the American Hospital Associ- 
ation and one of the main features of 
the tour was the inspection of this 
well-equipped kitchen. 
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OPENING THE WARDS TO ALL PRACTITIONERS 


By Nicholas Lukin, M.D., 


New York 


the medical profession is a continued active contact 

of its members with the ever changing ways of 
progressive medicine. Individuals may attempt to follow 
the vast strides of medical progress, but a true sense of 
evaluation of the various phases which the protean nature 
of the field offers can be gained only through hospital 
environment. This idea was brought out strikingly in an 
article on “The Extension of Hospital Privileges to All 
Practitioners of Medicine,” by Dr. S. S. Goldwater, 
director, Mount Sinai Hos- 


O'e of the greatest factors in the development of 


ease, as well as to the successful practice of medicine. 


His opportunities give him a far wider outlook upon 
disease than that of any other members of the profession, 
however experienced they may be in special branches. 
The need for someone with a broad outlook is imperative, 
as the modern tendency towards specialization restricts 
all investigators and teachers to a narrow sphere of ex- 
perience.” 
If, as at present, a large number of general practitioners 
fall below that ideal of scientific perfection and social 
service, the blame rests only 
isolation which 





pital New York, in the with that 

April 1925 issue of THE ina , ; ; our present closed hospital 

Movern HospIrAat. The General Practitioner’s Viewpoint aystem has ciated for 
them. In isolation one 






That the hospital exerts 
a far-reaching effect upon 
the profession and the pub- 
lic can no longer be ignored. 


As the responsibilities for - 


public health and prevention 
of diseases are more and 
more felt by all practi- 
tioners, the opportunities 
for acquiring special knowl- 
edge for that purpose must 
be accessible to all. 
Whenever a_ pressing 
problem appears before the 
public, family doctors are 
immediately charged with 


Dr. Goldwater’s address on “The Extension of 
Hospital Privileges to all Practitioners of Medi- 
cine,” delivered before the American Conference 
on Hospital Service, last March, prompted a wide- 
spread discussion of the open hospital. In re- 
sponse to the address he received letters from 
prominent physicians throughout the country, ex- 
pressing their approval of the open hospital. Only 
a few of the letters carried suggestions of per- 
sonal vindictiveness which must be ruled out in 
the interests of the medical profession. 

The consensus of opinion of the physicians 
commenting is well expressed in the words of a 
Cleveland practitioner: “To my mind much of 
the reproach that seems to be justly cast upon 
our profession at this time could have been ob- 


lacks the stimulating criti- 
cism of colleagues, an es- 
sential to progress, and is 
apt to be too easily satis- 
fied with superficial thought 
and careless observation. 
All this seems so true to 


our experience that one 
wonders why the _ closed 
hospital system should be 


permitted to continue, since 
the privileged group in a 
particular institution are 
the only ones who benefit 
by its exclusiveness. 

Dr. Goldwater, in his 


‘esp Ss y parry- ° es $s 
ie peapeneintity of « =e viated had the mass of physicians been privileged ; : . 
ing to the homes of patients , ; : as comprehensive discussion, 
; to serve their patients in hospitals and, naturally, eh i ; 
measures that will help ; 4 : * confesses limitation to his 
while doing so, have been required to comply with : : 
solve the problem. The : : ae - assignment on the subject, 
- the standards of efficiency insisted upon therein. 
great mortality rate of tu- h ‘ele by Dr. Luki “ and though he _ suggests 
The article by Dr. Lukin discusses one phase radies) remedies aene ‘ts 


berculosis was thus reduced 


through the help of the ai : . - ; 
general practitioner The all practitioners of treating their charity patients 
spread of epidemics and medically in the free wards of city hospitals and 
contagious diseases is other charitable institutions. 





of the problem, the granting of the privilege to 


particularly stressed or 
worked out in detail. It re- 
mains for practitioners to 
give wholehearted support 
and, perhaps, through con- 








checked in the same manner, 
and the recent movement 
for the prevention of cancer 
family physician. 

Sir James Mackenzie, one of the greatest of all family 
physicians, in his book The Future of Medicine holds that 
the prevention of disease is possible only through the 
effort of the family physician, who alone has the intimate 
contact with patients that affords opportunity of close 
observation. He says in part: 

“If, then, to achieve the aim of medicine, it is necessary 
to recognize disease, and understand all the phases of 
its life history, it is evident that only one class of indi- 
viduals has the opportunity for acquiring this knowledge, 
and that is the general practitioner. His opportunities 
as the family physician enable him to become acquainted 
with the lives of a number of people through seeing them 
before disease attacks them, and watching them during 
the whole course of its development. He has also the op- 
portunity of observing all kinds of diseases, and the 
interplay of primary and complicated diseases. He is the 
only individual who has the opportunity for finding out 
the significance of the various signs, the knowledge of 
which is absolutely essential to the investigation of. dis- 


is also being directed by the 





tinued discussion of the 
subject, bring about a widespread realization of the bene- 
fits to be derived from such a change. 

With this in view I shall take up the granting of the 
privilege of “courtesy” to physicians to treat their charity 
patients medically in the free wards of city hospitals 
and other charitable institutions. The word medically is 
stressed because the surgical phase of the question has 
an aspect of its own very distinct from the medical study 
and treatment of a patient. 

The social idealization of the practice of medicine has 
suffered greatly through hospital disabilities of the medi- 
cal practitioner. As an individual, the practitioner may 
never grow professionally, and may even deteriorate in 
the manner of a person who suffers political disabilities. 
In this democratic country it is not at all becoming that 
our hospitals should retain that autocratic and self-in- 
clusive spirit of the past. 

Pasteur defines democracy as “that order in the state in 
which every man and woman has a chance to make the 
most of himself, or of herself, and knows that he has 
that chance.” 

The physician whose work is so preéminently social in 
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all its aspects, and who readily accepts the responsibilities 
of social welfare, must certainly have the chance to make 
the most of himself for the general good. He must 
have the opportunity to nourish the ideals of his work 
through the practice of charity in order that he may grow 
and his vision be broadened. 

“In his daily work he must be receptive rather than 
productive, and for this reason must be continually in 
touch with scientific knowledge. Empiricism in diagnosis 
and treatment may not yet be conveniently cast out. 
The physician must seek perfection in an increasing fa- 
miliarity with the spirit of science, the laboratory method, 
and instruments of precision.” 

But the possibility of familiarizing oneself with these 
means is at present lost to a vast number of general prac- 
titioners through the system of closed hospital staffs. 

If the practitioner is to rise to the high standards of 
a responsive social crusader against preventable diseases, 
society must provide him the means of investigating, of 
making an intimate diagnosis. To expect him to relin- 
quish his autonomy of every case requiring special investi- 
gation to a man on a closed hospital staff is rather trying 
on human nature. In this respect the system of closed 
staffs tends to lower rather than to elevate the standard 
of the medical profession. Especially is this true with 
reference to the free or semi-free ward and the patient 
who is unable to pay for his services. Practice for char- 
ity is often one’s pride whereas the earning of a fee is 
only a disagreeable necessity. 

The objections to opening the free medical wards to 
qualified physicians are usually raised by those who now 
reign as visiting physicians. Although objections vary 
with different institutions, some that are general with a 
certain type of hospital may be profitably discussed here. 

“The free wards must have a responsible head,” is the 
ery in certain hospitals where private and semi-private 
patients may be treated by physicians “through courtesy” 
or by appointees of lower rank than that of the visiting 
staff. It seems self-evident that the responsibility for a 
private or semi-private patient should not be less than for 
a free patient. If a physician be considered responsible 
enough for those who can afford to pay for medical serv- 
ices and higher hospital charges, he should be considered 
no less responsible or qualified for his charity patient. 
On the other hand, the free patient is exposed to an un- 
fair deal because of his poverty. Unlike the well-to-do 
who are served by the physician of their choice, the pa- 
tient unable to pay is forced into a medical service not 
of his choosing and is thus deprived of the services of a 
physician, who, perhaps, has been a friend for many 
years. For this reason many poor patients are often 
reluctant to leave their homes, in spite of their pressing 
need for hospitalization. That needless deaths are caused 

thereby is our common experience. 


Disturbing the “Hospital Routine” 

Another objection to the open staff is that “hospital 
routine” will be disturbed. But this will not happen 
more than at present with the system of private and 
semi-private courtesies, or the attendance of outside 
physicians who may see, but not treat their patients. 

Again, the objection is raised that the intern staff will 
protest, because the open staff may deprive its members 
of the opportunity of gaining self-reliance. This situa- 
tion, however, can be easily met by demanding compli- 
ance with hospital rules. The interns, instead of re- 
porting to the visiting staif of the hospital on ward 
charges, would proceed in the same manner as with a pri- 
vate or semi-private patient and report to the respective 
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physicians, and would thereby broaden their vision 
through a varied contact with physicians outside the hog. 
pital’s walls. 

In a closed hospital the responsibility for the education 
of the intern—a matter of vital importance to the com. 
munity—rests with a small number of the visiting stag 
who, by chance, may be poor teachers. Then, too, because 
the physicians of the community who are excluded from 
the staff sustain a resentful attitude toward the hospital, 
only the most serious and moribund cases are sent by 
them for treatment. As a result, the great bulk of medj- 
cal cases are not brought within reach of the intern, who 
is thereby deprived of the training he is entitled to receive 
from such and the opportunity of the broader human 
contact that is necessarily found in the open hospital, 
When it is realized that the physicians who hold staff 
positions in a closed hospital are not chosen especially 
for their teaching ability, the advantage to the intern of 
a wider contact becomes apparent. 


The Effect on Interns 
It has been stated that in an open hospital the intern 
frequently suffers from lack of preconceived and properly 
directed effort on his behalf. But this should not be, since 
an open hospital is not dependent upon a small, exclusive 
staff that may retain entire supervision of a service. In 
this connection it seems appropriate to mention that intern 
service should not be designated by name, as belonging to 
Dr. A, B or C. Instead, a medical service, designated by 
numbers, in which the intern is periodically responsible 
to different men on the permanent staff adds to its own 
peculiar advantages the benefits of an open door for 
other physicians. The designation of a medical service 
by a number instead of by a particular doctor’s name is 
more fair and is much more advantageous to the insti- 
tution. It is obvious that Dr. Smith’s service sounds as 
if Dr. Smith owned it, but, of course, the hospital owns it. 

In practice, the economic interest of a hospital would 
seem to dictate a wide, open policy in its management. 
When the public is appealed to for support every group 
in a community turns to its medical adviser for an opin- 
ion on its donations and is, in this respect, directly influ- 
enced by the family physician. The more doctors who 
are excluded, the more adverse will be their influence. 
It is only human nature that a sense of self-preservation 
should force a resentful and vindicative attitude toward 
closed hospitals, where members of the visiting staff hold 
positions through no particular virtue of their own, but 
rather through favoritism. False values are thus cre- 
ated and provocation nourished by the closed hospital. 

Thus, every consideration seems to advocate the open 
medical ward. Better teaching through wider contact, a 
broadening of the interns and medical men, a favorable 
attitude of all practitioners of the community toward the 
hospital, the sense of justice toward all medical men in a 
community, the preservation of self-respect among poor 
patients and a more widespread support of the economic 
interests of the institution. 

That diseases, in early stages, will more often be sent 
to open wards for study and thereby serve the cause of 
disease prevention is self-evident. 

All the objections usually raised against opening the 
wards can be successfully met and adjusted when the 
urgency of this social problem becomes apparent. It 
cannot be denied that a progressive, socially responsible 
medical profession is hindered through hospital disabili- 
ties that are largely at fault because the social idealiza- 
tion of the practice of medicine is not as genera! as our 
responsibilities dictate. 
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PART | 


By Virginia B. Miller 
Chicago 


sciences, have by no means had a steady and even 

development through the ages. There have been 
three periods when hospitals have reached a relatively 
high stage of development: In ancient India, in medieval 
Europe, and, in recent times, in the United States ard 
elsewhere. Between these periods hospitals have been 
either lacking altogether or of very inferior quality. 

We learn about the first pe- 
riod from detailed accounts in 
ancient Hindu books of the 
laws pertaining to hospitals.’ 
Each village was to construct, 
under the direction of the 
health officer, a well-ventilat- 
ed, strong building protected 
from dust, winds, smoke, 
noises and odors. There were 
to be rooms for the care of 
the bedding, kitchens, and an 
operating room. The operat- 
ing room was to be clean and 
bright with an open fire on 
which the men _ attendants 
could pour sweet smelling lo- 
tons to keep the devils from 
entering wounds. Perhaps 
germs were meant. 

The surgeon must be rapid 
and strong and must not con- 
verse or utter exclamations. 
His attendants must give him 
whatever he might need: cot- 
ton, linen thread, dressings, 
melted butter, oils, honey, 
stimulants or salves. He had 
his choice of 125 different in- 
struments. He must perform 
the operation only under a fa- 
vorable constellation and with 
suitable prayers. Drugs that 
produced insensibility were 
used, and the patient was not 
allowed to eat much during the 
days preceding the operation. 
He was immediately refreshed 
with cold water and fanned. 

All doctors were required 
to dress in white, to carry a 
cane or umbrella, and to be accompanied by a slave. 
Every detail of the equipment of the hospital was enu- 
merated: vessels of all sizes, soft beds and pillows, white 
sheets, plasters, salves, brooms, herbs, and medicines. 
There must be gardens in which to raise herbs. There 
must be skilled, kind attendants to bathe and massage, 
and musicians to play, recite legends, and divine the pa- 
tient’s desires by looking at his face. 

Money for hospitals was obtained by a tax on every 
rupee of the gain of the merchants. 

In the true spirit of the kindly Buddha all travelers 
were urged to stay at the hospitals, especially if they 
were ill, and their animals were put up at corresponding 
hospitals. At the present time the only hospital that 
has survived is a completely equipped building for animals 
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The great ward of the hospital of the Knights of St. John in 
Malta. 


with twenty-five acres of land, wards, courtyards pro- 
tected from the tropical sun, and an asylum for the old.” 

A traveler from China wrote about the generosity of 
the Hindus toward strangers from all lands. Asoka, the 
great Buddhist king, commanded the establishment of hos- 
pitals throughout his realm, and his edicts may still be 
read carved in the rock near Surat, the old rival of 
Bombay. He established dispensaries at each of the 
four gates of the royal city of 
Patna, for it grieved him, the 
legend says, to see people die 
of diseases that might have 
been cured.’ 

Innoculation for small-pox 
has been used “among the 
Hindus from time immemor- 
ial.”* The variolous matter on 
cotton was applied wtih pray- 
ers, and when the fever began 
the patient was laid on a mat 
outdoors. 

Egypt was far behind India 
in the development of her hos- 
pitals. At first the sick were 
laid in the busiest parts of the 
Egyptian town so that passers- 
by, if they had had the same 
ailment, would stop and give 
them advice. In Babylonia 
there was even a law com- 
pelling passers to stop. One 
critic has commented that this 
would not be necessary today.’ 
Later the sick gathered in the 
temples so that the priests 
could interpret their dreams 
and tell them what the gods 
advised. 

In Heliopolis, where Mary 
and Joseph were said to have 
rested during their flight, there 
was a temple where Isis, the 
moon goddess, taught men, in 
their dreams, how to heal. 
Later, priests held clinics in 
the great stone temples whose 
walls were then a blaze of col- 
ored bas-reliefs. In one tem- 
ple the word laboratory was 
found written above a door of a room, and birth house 
over another." 

Professor Breasted has translated a papyrus written 
3,600 years ago that is a primitive case book, an accurate 
description of symptoms and remedies that shows clear, 
deductive reasoning. Stiil later, physicians (no longer 
priests) practiced their own special branches. There were 
oculists and dentists and we even hear of the use of 
gold fillings,’ 

The rules of medicine were carved on the stone pillars 
in the great halls of the temples and if any physician 
tried any experiment of his own or deviated from these 
laws, and if his patient died, his own punishment was 
death. Such conservatism prevented any advance in early 
Egyptian medicine.* Hospitals, therefore, in our sense of 
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the word, probably never existed in the Egypt of the 
Pharaohs. 

Strangely enough, as early as the fourth century B. C., 
there were hospitals in Ireland, far from the influence of 
the more civilized peoples. The Irish Princess Macha 
established one that she called the House of Sorrow, and 
the laws of the time required that it should be “free from 
debt, dogs, fools, and female scolds. There must be a 
Stream of water flowing under the middle of the building 
and any patient could bring his mother with him.” Ire- 
land lacked the medical knowledge of the classic peoples. 

As in Egypt, hospitals in Greece and Rome were, at 
first, only a room in the temple where one had propitious 
dreams for the inspired oracle to interpret. The temple 
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The Sisters of the Hotel Dieu washing the linen of the hospital in the 
River Seine. 


of A®sculapius, Apollo’s son, was the most famous. The 
sick made_pilgrimages to this temple and brought any 
offering that they could afford, and on its pillars may still 
be seen accounts of the diseases and cures and incanta- 
tions that were left for the benefit of future generations. 
One, Appelles, suffering from indigestion, relates that he 
was fed only bread with curdled milk, parsley, lettuce, 
and boiled lemons, and that he was told to avoid fits of 
violent anger.” 

Tame snakes, held sacred in the temples, fed on the 
pilgrims’ cakes and were trained to lick the wounds of 
passersby. Nervous or insane patients were tended with 
the utmost care. They were rocked gently in hammocks, 
musicians played to: them, their heads were stroked, and, 
if able, the patients were given an occupation and en- 
couraged in their work. 

Healing was considered a divine art, but still there 
were no real hospitals except a few beds for the wealthy 
in the homes of physicians or at watering places. 

Conditions in Rome were the same as in Greece until 
the rise of Christianity. Then bishops took into their 
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homes the sick and aged of any creed, but public hospitals 
could not be established until after the persecutions by 
the Romans had ceased. By 350 A. D. Julian, the apostate, 
said in one of his letters that the old religion could never 
be brought back unless it maintained charitable hospitals 
like those of the Christian bishops.” 

A few years later Fabiola established in Rome the 
first large hospital. She had been a charming, worldly 
woman who had married a man who turned out to be 
worthless, obtained a divorce, and married another as bad. 
At the Easter Mass one year Roman society was amazed 
to see this lady, clad in a black robe, with her hair 
streaming and her face tear-stained, standing among the 
criminals who, according to custom, made public confes- 
sion on Easter Sunday and received absolution. Fabiola 
was publicly repenting her second marriage—a thing then 
considered a crime. Thereafter she gave herself up to 
nursing, built a hospital with her fortune, nursed wounded 
patients whom others would turn away, and at her death 
was mourned by the whole population of Rome.” 

The other outstanding name of this time was St. Basil, 
a man of noble family who was raised in luxury and 
who had studied medicine in Athens. He was distressed 
at the misery of the lepers, who were hunted like ani- 
mals, and forbidden even to drink out of the community 
wells. Outside the walls of Caesarea, the Roman mili- 
tary capitol of Palestine, he built a miniature town with 
separate buildings for each of the following 
lepers, children, the aged, the sick and strangers. 


Rehabilitation Work Begins 





groups: 


There were nurses, doctors, artisans, and gardeners 
and buildings for all, since the community was not de- 
pendent on the city. There were industrial schools and 
workshops (a beginning of what we know as rehabilita- 
tion work) and an employment bureau. All buildings 
were well constructed and furnished and symmetrically 
laid out around the church.“ Basil obtained from the 
civil authorities remission of all taxes levied upon the 
Basilea, as the group was called. 

The next step in the development of hospitals was the 
establishment of infirmaries in connection with the early 
monastaries and cathedrals. Many of these infirmaries, 
built at first for the monks and nuns and later for 
travelers and strangers, grew into large and famous 
hospitals. In many instances the order to which the 
monks belonged became a nursing order, and kept the 
name of the cathedral or monastary. 

At first the papacy did not approve of this new activity 
among its priests, and decrees were issued forbidding the 
practice of medicine by monks, their attendance at schools 
of medicine, and their practice of surgery.” The move- 
ment continued, however, because of the interest in hos- 
pitals among those who were returning from Crusades 
to the Holy Land and who had seen the hospital work 
being done there. 

Pope Innocent the Third, that staunch upholder of the 
Church’s power over any king in Europe, even John of 
England, or Philip of France, established the hospital, 
Santo Spirito, in Rome about the year 1200. True student 
that he was, he sent for the head of the best hospital 
in Europe for consultation. Guy of Montpellier came from 
a hospital on the shores of the warm, blue Mediterranean, 
near the.mouth of the Rhone, where the royalty and 
nobility of Europe used to go to recover their health. 
Guy helped the Pope to found the Santo Spirito. It was 
completely destroyed by fire in 1922, but was in use until 
a few years before that time. 
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Bishops visiting Rome inspected it and were told to 
go and found hospitals like it, with the result that by 
the year 1400 every European city of 5,000 inhabitants 
or more had its hospital modeled after the Santo Spirito.” 
The Pope allowed these hospitals to collect a duty on 
some one commodity that entered the city. Salt, for in- 
stance, would yield a good revenue for the hospitals.” 

In the Santo Spirito there were three wards for foun- 
dlings and one for the sick. The latter was large enough 
for a thousand beds, and in the summer all were occupied. 
There was a long cloister outside where the nurses could 
walk when they were not busy. Across from the cloister 
were rooms for patients who could not be put in the main 
ward. At one end were the apothecaries’ shops, and 
above them were private rooms for the wealthy who did 
not wish to be ill at home. Near by was a palace for 
the head of the hospital, the commendator, and the paid 
employees. 

There was a room where the clothes, property, and 
money of each patient were kept and invoiced. They 
were returned to him if he recovered or sent to his heirs 
if he died. There were coaches and litters belonging to 
the hospital so that those with a high fever could be 
taken for a time to some other part of the city where the 
air was better.* : 


Medieval Hospitals Modeled on Santo Spirito 


The nursing was done by the order of the Holy Spirit, 
a secular order that some say went back to the time of 
Mary and Martha and the charitable houses they were 
said to have founded. The habit was sky blue with a 
black mantle on which was embroidered a double armed 
white cross. A few of their order are still nursing in 
Italian hospitals.” 

The medieval hospitals that were built after the Santo 
Spirito were “monuments as famous and as architecturally 
beautiful as any that have been built in recent years.”” 
That at Tannierre, founded by Margaret of Burgundy, 
the capable sister of St. Louis, is typical. All the build- 
ings, including that for the princess, for the kitchens, for 
storage, and for the attending monks and nuns, were en- 
closed by a high wall. 

The largest ward was fifty feet wide and nearly three 
hundred feet long and held only forty beds. The windows 
were high and there were partitions between the beds 
(removable when Mass was said) so that no patient was 
in a draught and yet the ventilation was good. There 
was no dazzle in the patients’ eyes because a balcony 
twelve feet from the floor extended around the whole ward. 
This was also useful as a place where convalescents could 
sun themselves and where nurses could keep continual 
watch. The ceiling was of wood, high, vaulted, and deli- 
cately carved. The windows were pointed and some were 
of stained glass.” 

We are only just beginning to see the wisdom of giving 
a patient something better to look at than monotonous 
white walls and of providing gardens with fountains such 
as the Tannierre had. However, we do not locate a 
cemetery as near a hospital as they did then. 

The medieval hospital ward was often built in the 
shape of a cross, in the east wing of which Mass was 
Said every morning. The ceiling was thirty or forty feet 
high with a cupola for ventilation. Floors were of red 
brick or flagstones. Open charcoal brasiers heated the 
hospitals.” 

There were niches, tapestries, frescoes, armorial bear- 
ings, and windows depicting biblical stories for the pa- 
tients’ entertainment. The greatest painters and sculp- 
tors of the time contributed their talents lavishly out of 
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generosity or in return for the care they had received.” 

When a patient came to the hospital he was admitted 
by a porter or some Sister who was “not severe or hard, 
but kind of countenance.” He made his confession and 
received communion so that peace of spirit could help him 
to bear his illness. He was put to bed and given anything 
within reason that he wanted. 

A legend says that Saladin, the Sultan who conquered 
Jerusalem, entered a hospital in Jerusalem in disguise be- 
cause he had heard of the efficient care its patients re- 
ceived. When the Brothers asked him why he would not 
eat and if there was any special thing he wished, he 
replied that he wanted greatly the foot of the horse of the 
Grand Master. The stranger’s request reached the ears 
of the Grand Master who commanded his horse to be killed 
and its foot sent to the stranger. Saladin heard of the 
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command and told the nurses he had changed his mind. 
The horse was spared.” 

Attendants addressed the patient as master or lord and 
in France as le seignor malade. The reason lies in St. 
Benedict’s rule that the patient be received as Christ him- 
self, who said, “I was a stranger and ye took me in.” 

There were usually resident physicians who made daily 
rounds, and visiting physicians who prescribed the treat- 
ment to be carried out. Dispensaries adjoined for the 
treatment of slight ailments. There were about nine pa- 
tients to one Brother or Sister, since it was as necessary 
then as now to keep down expenses. 

During the plagues, especially the Black Death, the 
proportion was greater, and corridors were crowded with 
the dying. Another problem, still unsolved, was that of 
rejecting pretenders and to care only for those really 
ill. All were admitted for a day, but if it was decided 
that they were pretending they had to move on.” 

If the ailment were of a serious nature the patient was 
housed in a small private room. 

The nursing and surgery were of high quality and since 
wounds were bathed in wine, which served as an antiseptic, 
the mortality was far lower than later on when surgeons 
thought pus a necessary result of an operation.” To pre- 
vent contagion the hospital was often built beyond the 
city walls, and either over or near a stream. There were 
hospitals along the Seine, the Tiber, the Rhine, the 
Danube, and one at Prague on the Moldau near the 
palaces of the old Bohemian kings. 
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But the fine old hospitals entered their period of decay 
when the monasteries in Protestant countries were sup- 
pressed and the state tried to take over their manage- 
ment. Paid officials, lack of funds, the lack of women 
nurses, and many abuses caused their rapid decline. From 
1650 to 1850 they were at their worst. The walls were 
bare, the rooms small, dark and sunless, and fifty or a 
hundred patients were crowded into one ward.” 

An investigating committee in France just before the 
Revolution, found convalescents, the sick, the dying, and 
the dead in the same ward. The cries of the insane every- 
where were audible. The operating room was filled with 
those waiting their turn, those who had just had their 
operations, and, in the middle of the room, others being 
operated on.” At the same time the people of the nobility 
were riding in goldleafed coaches and sleeping under 
ermine! The Revolution improved conditions a little. 

The real impetus, however, did not come until the wide- 
spread interest in science during the second half of the 
last century that made possible the development of the 
modern hospital of today. 
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HOW DUTIES ARE APPORTIONED IN A 
SMALL HOSPITAL 
By Nora A. Brown, Superintendent. 
Symmes Arlington Hospital, Arlington, Mass. 


The following is a brief outline of how a general hos- 
pital of fifty-four bed capacity is managed. Everything 
runs smoothly and it has been proved that the following 
arrangement works out to the best advantage. 

The faculty consists of five members, all graduate 
nurses: superintendent, assistant superintendent, night 
supervisor and two head nurses. 

The superintendent assumes the responsibility of the 
general management of the hospital, acts as housekeeper, 
also as dietitian and does all the purchasing. The train- 
ing school for nurses is under her supervision and she 
gives a course of instruction. 

The assistant superintendent assists the superintendent 
in her various duties, has charge of the operating room 
and has under her supervision two student nurses, who 
serve a term of three months in that department for 
instruction. 

One head nurse has under her supervision the third 
floor and the delivery room, which is on that floor. She 
has under her a senior nurse in training, who is respon- 
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sible for all routine work on that floor and for the carry- 
ing out of the doctors’ orders. 

The other head nurse has charge of the floors below, and 
likewise has a senior nurse in training under her superyj- 
sion to carry out the doctor’s orders and take the re. 
sponsibility of the routine work. The nursery is on this 
floor and there are two senior nurses assigned to the 
duties there, one relieving the other when she is off duty, 
These nurses act under the supervision of the head nurse. 

There are twenty-eight pupil nurses assigned to differ. 
ent duties each month. Those who have been instructed in 
urinalysis serve a one month’s period in the laboratory, 

The night supervisor has complete charge at night, with 
the assistance of two student nurses, and there are two 
nurses on call during the night for the operating room 
and two for the delivery room. They respond to a call 
at any time. 

A secretary is employed to attend to all the office work, 
including the admitting of patients on entrance, answer- 
ing the telephone, bookkeeping, records and the filing. 

The janitor and his assistant do all the cleaning in the 
hospital other than the dusting, and take charge of the 
heating system and the heavy manual labor. 


DECENTRALIZING ADMINISTRATIVE 
CONTROL SAVES STEPS 


Placing the assistant superintendent’s office in the cen- 
tral part of the hospital will save much time and energy 
for the nurses and other employees of the institution. In 
almost every hospital the superintendent’s office and the 
accounting department are near the main lobby, or adja- 
cent to the admitting room. This is as it should be, since 
capable administration or superintendence is dependent 
upon close contact between the superintendent and the 
attending medical men and the public. 

Department heads and nurses have constant contact 
with the assisant superintendent, however, and because 
this is true, a great many steps and not a little time will 
be saved if his office is in the geometric center of the 
hospital. 

At the Silver Cross Hospital, Joliet, Ill., a hospital of 
100 beds, the administrative offices have been decentral- 
ized in this way. The result is closer contact between the 
administration and all parts of the hospital, many of 
the nurses and department heads are saved time and 
steps, and the constant presence of hospital employees 
in the main lobby has been minimized. 





ANCIENT EGYPTIAN HOSPITAL PRACTICES 
REVEALED 


Burdett in his Hospitals and Asylums of the World, 
says: “The ancient Egyptian shrines, seats of medical 
knowledge and instruction, where the sick went to con- 
sult the deity and for care, have been excavated with 
splendid results. The great temple of Dendara has been 
uncovered, its long series of rooms, halls, and vaults ex- 
amined, and the inscriptions written over the doors de- 
ciphered. The very dimensions of the chambers are given. 
Over one doorway stands the inscription ‘Laboratory,’ 
and over an adjacent apartment, ‘Place for the prepara- 
tions of the Superintendent of the Laboratory.’ Over 
another stand the words, ‘Birth-house,’ but whether that 
was a sickroom, or whether it suggests that a lying-in 
institution in some form or other may have been in ex- 
istence some fifteen centuries before Christ, is hard to 
say. In Egypt the temples of Thebes and Memphis are 
stated also to have served for the reception of the sick. 
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ods pertaining to promotions or reappointments of mem- 

pers of medical staffs, in vogue in many hospitals of 
average size, are unsatisfactory. Too much room is left 
for arbitrary action for both the lay and medical powers. 
This might lead to a certain amount of abuse on either 
side, thus discouraging effort on the part of those who 
might otherwise come up to the loftiest expectations. 

The skeptical attitude of some toward promotions on 
the basis of merit, is frequently justified by actual ma- 
chinations of those who happen to have influential con- 
nections. The young physician who has had the good 
fortune to select the right kind of “in-laws,” is sometimes 
carried forward over the heads of those who have labored 
industriously to achieve a well deserved advance in the 
hospital organization. Ofttimes a glib tongue or some so- 
dal attribute will win promotion for one doctor, while 
another who may have succeeded in attuning himself to 
the influential trustee or medical superior is passed over 
without proper scrutinization of this particular physician’s 
qualifications. 


Questionnaire Method Adopted 


In an effort to overcome these probabilities and with a 
desire to bring about a maximum of careful analysis in the 
appraisal of actual efficiency of the individual staff mem- 
bers, the administration of the hospital has requested the 


[ss pertaining one is apt to conclude that present meth- 


UNITED ISRAEL-ZION HOSPITAL 
10th Avenue, 48th to 49th St., Brooklyn, N. Y. 


STATEMENT 


(A) To the Chief of the — Service. 


I am submitting herewith, for your approval, information which I understand you desire to 
refer to the proper authorities when the question of my reappointment will be taken up. 


. . en — immed a 
Name Office Address Service—Position 


OTHER HOSPITAL CONNECTIONS 


Hospital ‘ ~~ Service Position Term assigned 
OTHER DISPENSARY CONNECTIONS 
5. . : 
Dispensary Service Position Term assigned 


6 MEMBERSHIP- ia . a 
Medical Societies 


Special Scientific Organizations ; 
7 My private practice is limited to: ‘ a 


(If not, what are your intentions’) = penstgemmaiammads 


8 POST GRADUATE WORK SINCE MY CON NECTION WITH THE U. I. Z. H. 


Place Subject By whom given—Term—Year 


9. PROPOSED POST GRADUATE EDUCATION: / — — 


Describe fully 


*10. SCIENTIFIC PUBLICATIONS: — -_ _ —— 


~~” Give subject, name of publication and year ig 


*11. SCIENTIFIC PAPERS READ: — — ——— 


Describe fully, where. when, and subject 
12. TEACHING: 7 os 


*—1f space is insufficient, please use last pave 


Fig. 1. 
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STAFF RE-APPOINTMENTS—A PROBLEM 


By Boris Fingerhood, Superintendent, United Israel-Zion Hospital, 
Brooklyn, N. Y. 
















































chiefs of services to procure from the respective staff 
members, detailed answers to the points enumerated in 
the accompanying form. 

The form shown in Fig. 1 covers the standard 8%”x11” 
sheet. On the back of this form appear four additional 
questions, No. 13 requiring a list of the scientific publi- 
cations carried on subscription. No. 14 lists the private 
institutional connections by name, address and owner, as 
well as the nature of the institution, the kind of work per- 
formed by the applicant, and his financial interest. No. 
15 gives a permanent record of his office hours. 


The Pledge 


Question No. 16, appearing on this side of the form 
reads as follows: 

“In accepting the honor and responsibility of a re- 
appointment te the medical staff of the United Israel- 
Zion Hospital, I hereby agree to carry out the following 
pledge: 

“To abide by the rules and regulations of the hospital 
and to adhere at all times and in all places to the well 
recognized principles governing the ethical practice of 
medicine and surgery. 

“That I shall not engage in the division of fees under 
any guise whatever, or knowingly permit any agent or 
associate of mine to do so. 

“To exercise to the best of my ability a constructive in- 


(C) SUPERINTENDENT'S REPORT: 
(To be filled out by the Superintendent) 
1. CASES REFERRED: 
No. To own service Ne To other services 
Private: 7 — 
Ward: ‘ = 
2. RECORD OF DIAGNOSES: 8. MORTALITY RECORD: 
Diagnoses agreeing: Deaths—Inatitutional : 
Diagnoses disagreeing Deaths—within 24 hours 
4. CLASSIFICATION OF RESULTS: 


Private: Service: 


5. ATTENDANCE RECORD: 

1. Hospital Rounds: 
2. Monthly Service Conferences: 
8. Monthly Staff Conferences: 
4. Pathological Conferences: 
5. Committee Activities: 

Member of Committees: 
6. Dispensary : 


6 RECORD OF CONSULTATIONS: 


. 
7. REMARKS: 


Signature: 
Superintendent 





Statement Received Medical Conf. Com. Medical Board Board of Directors 


Date: 





Final Action Board of Directors Medica! Conf. Com. Superintendent 











Chairman Supt. 








President 
Fig. 2. 
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terest in this hospital and to cooperate in making it as 
potent a factor as possible in preservation of public health 
in this community. 

ES PS PO eS M.D.” 

Below this is adequate space for the detailed report by 
the chief of the service. 

On the opposite side of the form shown in Fig. 2 is a 
blank page, ruled to permit a more detailed report on 
questions Nos. 10 and 11 contained in the form shown in 
Fig. 1. 

The form as printed and used by the United Israel-Zion 
Hospital covers a four-page folder, 8%4"x11” in size, stand- 
ard bond paper. 

These statements and reports have to be submitted to 
the service directors of the respective departments in the 
hospital who, in turn, give their reports through the su- 
perintendent to the hospital committee on conference and 
medical matters. The reports of the service chiefs con- 
sist of an appraisal of the caliber of the staff men, based 
upon ethical conduct, skill, judgment, adaptability, loyalty 
and possibilities for future development. 


Superintendent’s Report Based on Official Records 


The superintendent is required to submit his report 
on the basis of actual office records in his possession, as 
well as on those of the monthly service conferences at 
which the following points will be taken up by each de- 
partment: 


Agenda for Monthly Service Conference 


1. Report of work for the month (See analysis sheet) 

2. Analysis of work 

(a) Discussion of patients discharged during pre- 
ceeding month with special consideration of: 
1. Agreement or disagreement of diagnoses 
2. Operations—regular or emergent 
3. Inter-departmental consultations held; 
number and promptness 
4. Infections and complications 
5. Deaths 
6. Unimproved 
(b) Patients in the hospital: 
1. Prolonged stay 
2. Difficult diagnoses 
(c) Reports on the work of: 
1. House staff, progress and quality 
2. Laboratory 
3. X-ray 
4. Histories 
(d) Standardization of Methods 
1. By nurses 
2. By house staff 
3. By medical staff 
4. Use of supplies 
5. Other improvements affecting patients 
welfare. 
3. Consideration of Recommendations: 
1. Improvement of medical service 
2. Other improvements affecting patients’ 
welfare 

4, Unfinished business since last conference 

This method is not a panacea. It is merely an attempt 
to submit to the appointing powers of the hospital some 
basis for their annual deliberations. 

While it may seem on the surface that the introduction 
of this system will entail additional work for the super- 
intendent and the record room, I feel satisfied that the 
stimulative effect it will have will justify the effort. 


? 
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HOTEL COURTESY FOR HOSPITAL PATIENTs 


By Veronica Miller, Henrotin Hospital, 
Chicago 

In the administration of a successful hotel a guest 
receives marked attention from the moment of his epn- 
trance until he is comfortably settled in his room. Every 
possible contingency has been provided for, and no ex- 
pense is too great, no detail too small, in the carefully 
planned effort that is made to create a favorable im- 
pression. This transaction occurs under a normal con- 
dition. 

The guest comes into the hospital, primarily for scien- 
tific medical treatment, a human being in a state of 
mental and physical perturbation. If the great hotel 
corporations feel the necessity of spending huge sums 
of money, of employing high salaried hotel executives, of 
investing hours of time and infinite care in the training 
of employees who are to meet their public, how much 
more important it is for the hospital to make a similar 
effort where the guest becomes a patient, away from his 
friends in a foreign environment, isolated, completely de- 
pendent upon strangers. Don’t make that potentially re- 
bellious individual feel as though you were conferring a 
great favor in admitting him to your hospital. Remember 
the patient pays the bill. 

Science and equipment are pretty well standardized, 
but science and equipment are not sufficient. A really 
successful hospital must offer, in addition, service and 
courtesy, and that courtesy must become apparent at the 
desk in the main office. An attitude of cheerfulness and 
kindliness on the part of the clerk behind the desk 
creates an impression that all the subsequent service 
offered cannot accomplish. Sympathy and understanding 
interest are so vital, they are so reassuring, so disarming, 
that they do much to remove the instinctive dread of 
the hospital. When the patient has given his name, 
that name is to be used, for no one quite appreciates losing 
his identity and becoming a room or a case number. 


Privacy Desirable When Making Admission Record 


The necessary routine of making an admission record 
requires no little skill, and frequently a great amount of 
tact, for many are inclined to object to the questions as 
both irrelavant and impertinent. This bit of routine 
should be carried out as privately as possible. Bills are 
important, but never let the patient leave the desk with 
the impression that his check is necessary before any 
service will be given. 

It doesn’t cost anything to smile. Teach the elevator 
operator the truth of that assertion. Curtness has no 
place in the hospital. The time and labor expended by 
the staff will avail little if the man on the elevator fails 
to be polite to the patient or his friends. 

A message from the office giving the patient’s name 
and room number should, by all means, reach the super- 
visor of the floor in advance of the individual. It de- 
volves upon the supervisor to accentuate and clinch the 
desired good will. No matter how unimportant the pa- 
tient is, he should be escorted to his room. A tactful 
supervisor will by her attitude towards him assure the 
patient of the interest and sympathy that first made 
itself apparent in the main office. 

Argument with the patient is banned; persuasion, of 
course, is legitimate, but never argue. A famous hotel 
man adopted the slogan: “The guest is always right.” 
Time has proved that his was a wise psychology. He 
was dealing with normal people. The hospital deals with 
the abnormal—the individual who is harassed, lonely, dis- 
couraged and frequently in considerable physical pain. 
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THE METABOLIC DEPARTMENT OF PHILADELPHIA 
GENERAL HOSPITAL 


AST year the city of Philadelphia took a definite step 
¥ in its services to the three thousand diabetics of 
that city by establishing a department of metabolic 
diseases at the Philadelphia General Hospital. In com- 
pliance with the request of the director of the city depart- 
ment of health the city council appropriated funds for 
the organization of this department. 

Previous to its opening diabetes was treated in medical 
wards in much the same way that it is in other general 
hospitals, but the extent of metabolic work in this hos- 
pital was such that a special department was needed 
to carry on the work satisfactorily. The attention which 
diabetics received from interns and nurses was inade- 
quate for the scientific treatment which this class of 
patients requires. The proper use of the insulin treat- 
ment required special wards, a large corps of competent 
nurses in special attendance, a special diet kitchen con- 
veniently located, and an emergency laboratory service. 
Thus a department of metabolic diseases seemed to be 
the only solution. ° 


Twenty-Bed Ward Provided 


The new department consists of a twenty-bed ward, 
with a diet kitchen, an emergency laboratory and the 
other needed facilities for the best diagnostic, dietary, 
therapeutic and instructional procedures in the care of 
diabetes. The department is under the supervision of 
the medical director of the hospital and director of the 
department of public health. The policies and conduct 
of the department are under the direction of a visiting 
chief appointed by the director of health. The details of 
treatment and instruction, and laboratory and dispensary 
work of the department are under the direction of the 
assistant metabolic physician. Interns are assigned to 
the department in successive two-month periods. 

The interns record the medical histories, make the 
physical examinations and, under the direction of the 
chief or assistant physician, prescribe treatment. The 
nursing personnel consists of the head nurse who is espe- 
cially trained in metabolic nursing, who has under her 
supervision graduate nurses numbering one to every three 
patients. The graduate nurses are assisted by pupil 
nurses from the hospital training school. 

The diet kitchen is in charge of a graduate dietitian 
who is responsible for the dietetic instruction of the in- 
terns, nurses and patients. The graduate and pupil nurses 
also serve dietitian apprenticeships. An especially trained 
laboratory technician with experience in metabolic work 
is available for emergency laboratory work at all times. 
The orderlies and maids are diabetics who have received 
special instruction in the importance of care in handling 
the diets and collecting the urine specimens of patients. 

Until the completion of the new Philadelphia General 
Hospital with its adequate department of metabolic dis- 
eases, one of the spacious old wards of the hospital which 
has been partitioned into two wards are for diabetics. One 
of these is equipped to accommodate eleven men and the 
other nine women. These wards have been completely 
renovated, redecorated and refurnished. They are supplied 
with ample refrigeration space for the two-quart fruit 
jars holding the twenty-four hour urine specimen of each 
patient. The usual emergency and other hospital in- 
struments and apparatus are also kept there. 

The diet kitchen is conveniently located between the 





two wards with which it communicates. It is adequately 
equipped with the essentials for treatment, such as the 
tray rack, gas range, refrigerators and scales for the 
weighing of food. The main kitchen supplies a portion 
of the bulky foods. The dietitian and assistants supply 
each tray issued with a diet slip showing the various 
foods, in grams, the amounts of protein, fat, and carbo- 
hydrate in each item and the total amounts together with 
the caloric value of the entire meal. Each patient is 
thus instructed in the calculation of diets so that, upon 
discharge, no difficulty is encountered in filling the recom- 
mended dietary prescription. 

Most of the laboratry work is done in the general hos- 
pital laboratory, but the distance between the main labo- 
ratory and this department necessitates the establishment 
of an emergency laboratory near at hand. The emergency 
laboratory is so equipped and manned that within twenty 
minutes after sampling reports of urine dextrose or sus- 
pected hypoglycemic shock or other conditions are 
forthcoming. This prompt laboratory service is in large 
measure responsible for the high percentage of therapeutic 
successes of the department. 

Immediately upon the admission of every patient a thor- 
ough physical examination is made. The patients are 
also weighed every two days and an attempt is made to 
regulate their diet so that overweight patients are re- 
duced and underweight patients are brought toward nor- 
mal weight. A service of the department which proves 
to be a most beneficial part of the patient’s care is the 
instruction he receives about his diet and urine examina- 
tion. Each patient is taught how to protect himself 
against complications, the metric system of weight, the 
use of the food scales and the essentials of dietetics as 
applicable to his own case. Non-technical lectures on 


diabetes are given periodically, and a handbook is given’ 


every patient to help him follow out directions after he 
leaves the hospital. 


Out-Patient Department Cooperates 


As soon as a patient has been put on the right track 
and is in a fit condition to return home he is discharged 
to the out-patient department with instruction to report 
to the dispensary once a week in order that a check may 
be made on his urinalysis for dextrose and that a sample 
of the previous twenty-four hour urine specimen may be 
examined. Before discharging the patient the examining 
physician, who has the patient’s record from the meta- 
bolic department makes recommendations concerning (1) 
diet and insulin dosage; (2) possible hospitalization; (3) 
hygiene; (4) occupation; (5) date of next visit to the 
dispensary. The patient also receives, without cost, suffi- 
cient insulin for his prescribed dosage until the next 
dispensary visit. 

It is indicative of the value of the department that 
the dispensary reports cooperation of 95 per cent of the 
discharged patients from the wards. When patients neg- 
lect to return to the dispensary visiting nurses are sent 
to their homes to assist them in making proper dietary 
and hygienic arrangements. 

The year that the metabolic disease department has 
been functioning has demonstrated the value of establish- 
ments of such departments in other hospitals where the 
number of diabetic patients is sufficient to warrant a 
special department. 
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PROMOTING COOPERATION BETWEEN THE NURSING 


AND DIETETIC 


DEPARTMENTS 


By Charlotte Addison, Dietitian, New England Deaconess Hospital, 


Boston 


tion of the nursing and dietetic departments? 

This is an important question since the lack of 
cooperation between the dietitians and nurses in some 
hospitals is a distinct handicap to the service that the 
patients should receive. 

Both departments now play an important part in thera- 
peutics, yet each is dependent upon the other in curing 
the sick. Unless the right food, properly chosen and well 
prepared, is delivered to the nurse her other services will 
be of little avail to the patient. On the other hand, the 
dietitian is at the mercy of the nurse in the matter of 
serving the food directly to the patient, and no matter 
how perfect the diet it will be of no account unless the 
nurse carries out the orders of the dietitian quickly and 
precisely. 

Before the advent of the dietitian to the hospital and 
the development of the central tray service, the prepara- 
tion of trays was in the hands of the nurse who had to do 
the best she could, with what little knowledge of dietetics 
she possessed, to prepare and serve the food to patients 
requiring special diets. Now in hospitals with an or- 
ganized dietetic department the nurse is required to work 
under the guidance of the dietitian carrying out the doc- 
tor’s orders in the matter of food, regardless of her own 
or the patient’s reaction to the content of the tray. 

As with any system in institutional life, there is bound 
to arise at times misunderstandings and friction between 
members of the two departments in carrying on the duties 
that are so closely bound together. 


Specialized Diets Demand Trained Worker 


Looking back into history we see the causes of existing 
difficulties between the two departments. During the 
pioneer days of nursing the nurse was forced to cover 
more ground than she could do if the work was to be 
well done. Something. had to go undone, and the serving 
of food was the first duty to be let slip. The nurse 
naturally turned her immediate attention toward dress- 
ings, the administering of medicines and the personal 
care of the patient. Tray service came second. But when 
Science in her further strides called for more and more 
specialized diets, with attendant better food service, the 
nurse found herself facing situations with which she was 
unable to cope. Scientists then suggested training people 


Wt: can be done to bring about a closer coopera- 





for this work alone, and dietitians and the profession of 
nutrition came into existence as an important and integral 
part of hospital administration. 

The nurse gladly turned to what was attractive to 
her, but later realized that she had lost an important 
part of her work, and that adjustments had to be made 
by her. These changes were not accomplished without 
some friction. For instance, no dietitian likes to have 
her trays worked over by special nurses who do not 
serve food hot, and she knows that by reheating, meals 
cannot be made so tasty again. She does not like her 
standards questioned by students who a short time before 
had been the “everybodies” who knew how to cook, and 
who feel that their individual standard is the only one. 
Would the nurse like the dietitian to question her method 
of making beds? 


Different Viewpoints Create Difficulties 


As the scope of her work has broadened the nurse’s 
interest has grown away from the trays of the patients 
toward the medical and surgical aspect of her work, and 
the dietitian has turned her attention toward her profes- 
sional opportunities outside. However, there are great 
opportunities for service in the hospital, and both nurses 
and dietitians must work hand in hand. Greater coopera- 
tion will be accomplished if they are brought together 
in the diet kitchen, and in nutritional classes. 

As the nursing profession was cradled in the army, it 
necessarily adopted many military methods that were 
fostered in the military hospitals and were later handed 
on as legacies to the state, municipal and private insti- 
tutions. But today the average patient has little sym- 
pathy with military methods. With the advent of the 
eight-hour day, nurses should have more time to read 
and ‘think, and to learn to adapt the hospital workshop 
more closely to the needs and demands of the masses. 

The dietitian, on the other hand, is heir to no military 
methods, for she grew up with the freedom of mind and 
speech found in the modern university. The resultant 
variance of viewpoint is serious, and it is only due to 
great tact on both sides that nurses and dietitians work 
together as happily as they do. This difference of ap- 
proach has not as yet been grasped by the average mem- 
ber of either profession. 
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The modern economic freedom of women is influencing 
both professions. Today women inquire closely about a 
profession before entering it and we find them somewhat 
hesitant about entering either nursing or hospital dietetics. 
Why? The hours are long; there is little freedom; there 
is lack of congenial social life; too often, because of over- 
work, there is lack of courtesy in the daily routine of 
life. One of the greatest difficulties in all institutions is 
to maintain the utmost possible personal liberty that is 
compatible with the interests the institution is to serve. 
There is greater difficulty in hospitals than in other in- 
stitutions because the hospital exists for the sick, and 
sickness is an abnormal condition of life. 


Menus Simplify the Problem 

One thing never has seemed just right. Formerly the 
nurses received their practical diet training during the 
middle of their course, an arrangement that made a de- 
sirable break in the routine schedule. Now it comes in 
the earlier part when they do not know how to connect 
it up with disease, because they have not been on the 
wards long enough to know either the disease or the diet. 
Thus the dietitian’s work is given every chance to fail be- 
cause of lack of understanding and sympathy on the part 
of the head nurses. In the diet kitchen the student nurses 
are too inexperienced to produce good results, yet the 
hospitals require special diets to be well cooked and 
daintily served, an impossible demand to make upon in- 
experienced nurses. Special diets go to the seriously ill 
patient and should thus be prepared by the most expert 
cooks in the house. In some outstanding hospitals a 
trained short order cook, or special diet cook, has been 
added with good results. 

The daily tray service to the patients necessarily re- 
quires cooperation between the two professions. The dieti- 
tian is responsible for the expenditure of a large portion 
of the budget, responsible for the per capita cost, and 
the menus are arranged to keep within the budget. It 
is therefore necessary to ask the patient to pay for the 
things not included in the budget. In many instances the 
special diets are so varied and exacting that the diet 
kitchen staff has to be increased, and this adds to the 
overhead of the hospital. Menus do away largely with 
this trouble. 


How the Diet Slips Are Handled 


One difficult point in the menu type of service is the 
getting of the diet slips in on time. I knew one superin- 
tendent of nurses who always made rounds in the house 
at diet slip hour, gathered them herself, and handed them 
to the dietitian. It was a double check, for the nurses 
never failed their officer, and the dietitian never had the 
excuse of late slips, should her food not be ready. 

Nurses’ dining rooms are another consideration. The 
room should be homelike, clean, attractive and sunny. 
There the nurses should enjoy well cooked food of season- 
able variety, and quick, clean service. Dietitians should 
recognize this and plan for it. Conferences between the 
superintendent, superintendent of nurses, and dietitian 
should determine the standards to be maintained, and 
then the superintendent should explain them to the nurses, 
so that they may know what to expect, and what is ex- 
pected to be their attitude. Misunderstandings that pre- 
vail in many institutions can be traced to the autocratic 
militarism that never explains anything. 

Frequent visits to other hospitals tend to broaden our 
minds and ideals, and help us to see our problems in a 
different light. For example, a good piece of equipment 
in one place might solve a problem in another. I am 
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metal diet box 
a general hos- 


thinking of an individual, insulated, monel 
that could be used in contagious cases in 
pital. How much easier it would be to carry the diet 
box to the door of the room and empty it onto dishes, 
ready for the patient to eat. The tray and dishes could 
be disinfected at the end of the illness and thereby save 
the destruction of china caused by boiling. This step 
would result in cooperation and would decrease the work 
of both nurse and dietitian. 

Habitual invitations to the dietitian to be present at 
faculty meetings, staff meetings, mass meetings of the 
students and lectures given by members of the staff, would 
go far in helping her to grasp the viewpoint that prevails 
in the institution. Thus all concerned would be much more 
likely to have her sympathy and understanding; all would 
be working for the same results and much of the friction 
that now exists between the dietetic and other departments 
would be eliminated. 

It was very refreshing one day to receive a requisition 
that read: “Please duplicate Mr. Smith’s tray, room No. 
10.” It was an acknowledgment of the receipt of a tray 
that had been lost. The dietitian and the nurse knew 
exactly where they stood and the tray was quickly re- 
placed. When these two professions realize that direct- 
ness and frankness are two of the biggest essentials, and 
the greatest assets in the daily work of business and pro- 
fessional people, much has been done to unite them in 
team work. 


Mutual Respect and Support Essential 

Hospital employees often think the dietitian “‘close’”’ be- 
cause she does not give them bananas or apples when they 
come to the storeroom on errands. The dietitian and the 
superintendent are the only ones who count the average 
number of bananas to a bunch, or apples to a box, in 
dollars and cents, and they know the amount that would 
have to be added to the patients’ bills to cover the expense 
of tipping. In other words, it is better to maintain a 
high business standard throughout. You do not expect 
your grocer to give you a glass of ginger ale when you 
go into his store. A business man on the Boston market 
paid a tribute to the dietitians of the city when he said 
that their entrance into the hospitals had cleaned up the 
graft in the food end of the business. 

Nurses and dietitians must work out the daily routine 
of life with one purpose in mind—service to humanity. 
They must respect and support each other, working quietly 
Let both band together to secure good hours 
freedom and efficiency in their respective 


together. 
and personal 
professions. 


THE NURSE’S DAILY DOZEN 
The superintendent of a Michigan hospital claims that 
interesting bulletins and special letters do much to keep 
up the morale of his hospital. Following is his “daily 
dozen” card, as posted on each floor: 
1. Be neat 
2. Be quiet 
3. Be optimistic 
4. Use common 
5. Be loyal to your work 
6. Try to remember names 
. Economize on supplies 
8. Take a personal interest in patients 
9. Cooperate with members of the staff 
10. Do not gossip about patients 
Become a student of human nature 
12. Be cheerful, and smile often. 


sense 
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HAT constitutes basic training? Is it desirable to 
W ince the principles of public health nursing in 

the undergraduate course? These questions are 
the subject of considerable thought at this time when the 
curricula of schools of nursing are being reorganized in 
an attempt to meet more adequately the needs in the 
field of nursing. 

The broader demands made upon the nurse in various 
phases of her work have emphsized the fact that she has 
gone out from the school of nursing unprepared to deal 
with the problems of community health and has been 
obliged to make her way through the experience of trial 
and error. The “trial and error” method has a place 
in education, but the growth in public health nursing in 
scope and quantity makes this method unsatisfactory, be- 
cause of its cost in time, and because it is unsound from 
the standpoint of community service. If nurses had a 
knowledge of the causes and prevention of disease, as 
well as of the care and treatment of the sick, would they 
not be able to render a better service in all phases of 
nursing? 

Hospitals are more and more becoming health centers. 
This implies coordination of health work and cooperation 
with other social agencies in furthering the welfare of 
the community as a whole. Such a plan tends to broaden 
the scope of the medical and nursing services of the hos- 
pital. Nurses who understand and are interested in 
preventive work and who are able to teach positive health 
are needed in the hospital wards and out-patient clinics. 
After all, the patient’s needs are practically the same 
whether he is being treated in the hospital or in his 
home. 

No one has a greater opportunity to carry the message 
of health and right living than the private duty nurse. 
The nurse who is caring for a sick member of a family 
has a position that gives her an opportunity for health 
work not open to many other workers. 


More Postgraduate Work Needed 


Between twelve and thirteen thousand nurses are en- 
gaged in public health nursing in the United States and 
only a small percentage have had postgraduate work. 
While the number entering postgraduate courses has in- 
creased, the increase is not in proportion to the growth 
in public health nursing. The expense involved in the 
postgraduate course rather tends to prohibit some from 
entering, and the general educational requirements for 
admission to schools of nursing make it possible for large 
numbers of nurses to be graduated who are not eligible 
for entrance to the postgraduate courses offered by the 
universities. 

The question of preparing these thousands of nurses for 
the growing field of public health is to be considered. 
One solution for the problem is not to undertake any 
piece of public health nursing, no matter what the de- 
mand, until properly qualified workers can be secured. 
Certainly the nurse without special preparation who goes 
into a small community, where she cannot have the 
help and supervision that is available in larger organi- 
zations, is at a great disadvantage, and often the commu- 


*Read ‘at the thirty-first annual meeting of the National League of 
Nursing Education, Minneapolis, Minn., May, 1925. 
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But 


nity suffers because of her lack of knowledge. 
even considering all the problems that arise from send- 
ing inadequately prepared workers into the field it is 
not probable that many would consider it a sound policy 
to so limit the work undertaken. 

Another way of meeting the situation and one that 
seems highly desirable is through a program of staff edu- 
cation that the better organized public health nursing 
agencies are developing. In view of the needs of the 
field and opportunities for teaching that are available, 
it is considered a legitimate function of public health 
nursing agencies to carry on an organized program of in- 
struction for the members of their staff. In this way 
nurses are prepared for the more responsible positions in 
the organization and for work in other communities where 
such teaching and supervision are not available. If a 
program of staff education is to be effective it is almost 
essential that the basic preparation be broad. 

Granting that it is desirable for all nurses to have a 
knowledge of the principles of public health nursing, what 
opportunities do the hospital ward and out-patient clinic 
afford for this teaching? It may be stated broadly that 
the opportunities vary in direct ratio with the interpre- 
tation of the hospital’s function. 


Study and Plan for Each Patient 


The theoretical courses offered in schools of nursing 
can and should include the preventive aspects of nursing. 
In practice a careful study of each patient and a plan 
for care, which includes instructions and making of special 
adjustments for adequate care and convalescence, require 
the application of the theory of the prevention of dis- 
ease and promotion of health. A student who actually 
shares in such a program is learning the principles of 
public health nursing. 

The special problems relating to the various phases of 
nursing, maternity, child welfare and tuberculosis, can be 
taught in connection with each service; for instance, the 
obstetrical service should emphasize the need for ade- 
quate prenatal care and point out conditions resulting 
from the lack of this care. Many hospitals have a large 
number of women registered for prenatal care; if the 
students are carefully supervised they may assist with 
these patients. This service will provide an opportunity 
for the students to learn the nursing care and instruction 
required by the pregnant patient, and the methods of 
care. The community program for maternity work should 
be explained in order that the care given to the individual 
may be understood in its relation to the whole program 
of work. 

The experience in the obstetrical ward should include 
the instruction of the mothers in the care of the baby, 
the importance of breast feeding, regularity, sunshine, 
and general hygiene. If artificial feeding must be given, 
the mother should be taught how to prepare the food, and 
to care for the bottles and equipment. The well baby 
work of the community should be explained and the 
mothers urged to use this service. In order to stimulate 
interest in teaching on the part of students, and to help 
the mothers, it is a good plan to have carefully selected 
books and pamphlets on the ward for the mothers to 
read. 
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The children’s wards offer unlimited possibilities for 
teaching. All children’s work is really preventive, and 
the opportunities for helping the parents to know how 
to care for their children are apparent. In order that the 
work of caring for sick children will be of greatest value, 
it is necessary to associate the hospital ward service with 
the various agencies interested in child welfare problems, 
and close cooperation between the nurses in the wards and 
workers in the other fields is necessary. 

The orthopedic and fracture wards usually have a group 
of children who are practically well children. Here the 
need for child training is as great as the need for 
physical care. Child training is a subjeet that should be 
studied by all nurses, for the child health problem is 
considerably bound up with. that of child training and 
habit formation. 

The communicable disease department deals directly 
with one of the largest public health problems, and it is 
very easy to include a geod deal of teaching of the control 
of infectious diseases andthe prevention of serious after 
conditions in the experience in this service. Instruction 
of each patient or his family regarding convalescent care 
should be a routine discharge procedure. Each patient 
who comes to the ward has a history of the source of 
infection and presents a problem in the control of the 
spread of the disease, all of which afford an opportunity 
for teaching these facts. All persons, patients, visitors 
and students who enter the isolation unit should have a 
lesson on the spread of infection. The function of the 
department of health in communicable disease control 
should be understood by every student. 


Dispensary Is Cross-Section of Community 


The out-patient service rounds out and supplements 
ward experience. The patient is seen in an environment 
much more his own than when he is seen in the hospital 
ward in hospital clothes and conforming in every respect 
to ward routine. The dispensary: is a cross-section of 
the community, and the picture presented is much more 
like the true sickness situation in the community. Am- 
bulatory and convalescent patients require a different 
type of care from bed patients. Much depends upon the 
patient himself; he must know what he is to do and how 
to do it, any necessary adjustments must be made so that 
it is possible for him to carry out his treatment. The 
need for instructing these patients and for assistance 
with family problems is great. The relationship to other 
community workers is more direct and the need for this 
perhaps greater than in the hospital where fewer patients 
are cared for over a longer period of time. 

Tuberculosis and syphilis are diseases that 
definite public health problems and yet these diseases are 
rarely seen in the wards of the general hospital except in 
advanced or acute infectious stages. The clinics supple- 
ment the ward experience and are valuable fields for teach- 
ing the social and public health aspects of these diseases. 

The wards and out-patient clinics should be considered 
as fields for the application of the theoretical instruction. 
Conscious effort on the part of head nurses and supervisors 
is required to make the practice of nursing correlate with 
the theory. Case studies and experience records are 
methods of teaching that tend to promote this correlation. 

The out-patient department lends itself to this method 
of teaching. Case studies and experience records are 
as valuable here as for ward experience. The one 
handicap in out-patient teaching is time. This cannot 
be entirely overcome, for large numbers of patients must 
be seen in a relatively short period of time,:but it can 
be overcome in a measure so far as student teaching is 
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concerned. The histories should be made available for 
students to read before and after the rush hours of the 
clinic. During each day some time should be arranged 
when the head nurse and students may sit down, unin- 
terrupted, to discuss the problems presented in the clinic. 
This conference period must be recognized and planned 
for as a part of the routine or it will be unsatisfactory 
because of pressure of work. 

A second requirement for student teaching in the clinic 
is an adequate number of qualified head nurses in the 
clinics. There must be a nurse in the clinic who has a 
continuous contact with patients, and who can therefore 
teach the patients and students, because she is familiar 
with their needs. It is also important to consider the 
non-nursing duties, the making of supplies, cleaning of 
instruments and setting up clinics and other duties, in 
the same way we have considered them in the wards. A 
number of clinic helpers, functioning in the same way that 
ward helpers do in assisting the nurses, are required in 
order to free the nurses for care of patients and teaching 
of students. 


Should Be Integral Part of Course 


The schools have for some time recognized the value 
of affiliation with visiting nurse associations provided that 
the visiting nurse association is prepared to carry on a 
and to furnish adequate supervision. 
The affiliation is usually for a period of two to four 
months. The assignment is during the last months of 
training largely because the students must go into the 
homes and assume responsibilities for which the younger 
students are not prepared. There are two objections to 
depending entirely upon affiliations for teaching the prin- 
ciples of public health nursing. Many times, in fact usu- 
ally, only a limited number of students from each class 
are affiliated, and secondly, the public health experience 
tends to become an attached portion and not an integral 
part of the whole course. This makes the affiliation 
appear to be a preparation for public health nursing and 
not a means of teaching the broader conception of nurs- 
ing as a preparaticn for any phase of the work. In a 


teaching program 


measure both of these objections can be overcome. 

Without doubt observation in 
dealing with the various problems found 
sential parts of a nurse’s preparation, and a plan which 
visits in, homes early in the 
This picture of the home 
home are 


homes and practice in 


there are es- 
provides for observation 
course seems most satisfactory. 
the work of the 
background for understanding the 


conditions and nurse in the 
a valuable 
the ward patients. 

Home visiting gives insight into the community health 
problems and methcds of dealing with them which it is 
not possible to gain through ward or clinic experience. 
Whenever it affiliation with 
public health nursing organizations prepared to carry a 
student program, it is desirable to do so, and some way 
should be found for all nurses to have this experience 
instead of the few who select it. 

The undergraduate course of two and one-half or three 
years, no matter how carefully planned, cannot provide 
experience in organization supervision or metnods of de- 
veloping public health nursing. In fact, should this be 
a part of the basic training? The basic training should 
provide a background of principles of public health re- 
quired for nursing in every field. Having this preparation 
as a general foundation postgraduate work can be post- 
graduate in a true sense and not simply supplementary 
weak basic course. 
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THE CONSULTANT'S ROLE IN THE FIELD OF 
DIETETICS 


By Fairfax Proudfit, Nutrition and Welfare Clinic, 


Memphis, Tenn. 


slower of recognition and development than dieto- 

therapy. The recognition of food as a factor in the 
maintenance of health and well-being, however, is not 
new. Research, extending back over a number of years, 
has brought to light evidence of many studies that have 
been made to determine the status of food as a remedial 
agent, and volumes have been written to show its im- 
portance both in health and in disease. 

One such volume appeared in print over a hundred 
years ago in London, under the high sounding title, “The 
Family Oracle of Health, Economy and Good Living, 
Adapted to All Ranks of Society, From the Palace to 
the Cottage.” The authors of this book complained of 
the lack of seriousness with which the subject was treated 
at that time, stating: “A matter of such importance to 
all as the support of life through delicious nourishment, 
ought to be treated with seriousness and gravity.” 

Scientists have found the study of food and its utiliza- 
tion by the body to be of such import to man that noth- 
ing less than serious consideration of the subject is possi- 
ble today. There are so many branches of science bearing 
directly and indirectly on this subject that anyone taking 
up the study of food with the object of teaching others 
its importance, must be prepared to delve deep, with un- 
ceasing effort, to obtain all of the information that is 
necessary. 

Dr. A. F. Crell, in the above mentioned volume, spoke of 
having recourse to the study of “botany, zoology, physiol- 
ogy, and all other sciences bearing directly or indirectly on 
the great process of eating and digestion.” All of this 
points to the realization, even a century ago, of a need for 
enlightenment on the subject of food and its administra- 
tion. 


Piisower of no branch of medical science has been 


Standards Raised Only Through Education 


The study of dietetics and dietotherapy offers an op- 
portunity for learning what science has to teach to those 
interested in the preservation of health through an in- 
telligent adherence to the laws of right living. 

Simpler and better methods are being evolved for the 
study of nutrition problems, and information for the im- 
provement of health standards is becoming widespread as 
better educational facilities develop. 

Institutions of learning, charitable organizations and 


health associations are awakening to the fact that through 
education alone can standards of living be raised. It is 
gratifying to know that public and private schools, health 
centers, and women’s clubs are beginning to accept this 
fact, and are now arranging programs for the study of 
food and nutrition problems. This will undoubtedly go 
far toward improving the present situation. 

However, we must realize that the work is in its 
infancy. We still have to consider the problem of those 
already dietetically handicapped. It is necessary to de- 
termine the best means of overcoming or lessening the 
burden imposed upon them either through disease, or 
through ignorance and disregard of the laws that govern 
man’s health and well-being. 


Family Is the Unit 


There is a vast amount of work to be accomplished in 
this respect, both in an educational and in a remedial 
way. The foundation of good health in the family will 
have to come, in many instances, through the training of 
the individual member whose physical condition calls for 
definite dietary adjustment. This seems the logical work 
for the dietitian who has made the study of dietotherapy 
and its administration her life’s work. 

In many of the large hospitals and in some of the 
smaller institutions the organized dietary department in- 
cludes an educational unit for the instruction of pa- 
tients, as well as one for the teaching of the nurses in 
training. By this means each patient in need of dietary 
adjustment is taught, during the period of hospitalization, 
to recognize his dietary needs, and how to meet them when 
he is no longer under the direct supervision of the physi- 
cian and dietitian in the institution. 

There are certain outstanding facts that must be reck- 
oned with and provided for, namely: all hospitals do 
not include a teaching laboratory for patients, in fact, 
the number that do is still in the vast minority; and the 
number of dietetically handicapped individuals who never 
enter the hospital at all, either for treatment or for in- 
struction, is large. 

The physician today realizes, as never before, how great 
a part of his efforts is lost through inability on the 
part of his patient to carry out the diet orders in 
his home intelligently. Hence the physician is coming to 
depend more and more upon the services of the “consult- 
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ant” in dietetics and dietotherapy to assist him in re- 
moving some of the obstacles that block the patient’s 
pathway to health. 

Possibly a brief sketch of the work of a consultant in 
this particular branch of dietetic therapeutics may be of 
interest. 

It must be understood at the outset, that all consultants 
do not work alike, nor do they all confine their efforts to 
the same type of dietetics. Some concentrate on one 
phase of the subject, some on another. There are con- 
sultants whose entire time is given over to the medical 
or therapeutic side, while others are in great demand by 
hospital boards and superintendents for the planning and 
equipping of new dietary departments, or the reconstruc- 
tion of old ones that have proved unsatisfactory. Both 
branches are overflowing with interest, and either of them 
includes sufficient work of a varied nature to fill the time 
of the average consultant in dietetics and dietotherapy. 
But it would seem that the consultant who is fortunate 
enough to be fitted to undertake the giving of expert 
advice in both fields has a better outlook, at least in the 
beginning, from a financial point of view. 

It is impossible in a short space to cover the work of 
both branches, hence the therapeutic side only will be 
considered here. 

As a rule, the chief work of the consultant in dieto- 
therapy may be considered, in a way, educational. She 
is called upon not only to recognize the needs of the 
individual patient and make a proper adjustment of his 
dietary requirements, but she must be prepared to teach 
him to make these adjustments for himself. 


Correct Wrong Ideas of Patient 

Simplicity and practicality are the keynotes to be 
sounded. The dietitian must get her message over to the 
patient, otherwise her efforts count for naught. She 
must be sufficiently cognizant of his individual problem 
to be able to see on all sides of it. Snap judgment is 
out of the question in such cases; each bit of advice must 
be weighed and measured. We all realize that it is 
easier to learn than to unlearn. This has proved par- 
ticularly true with the dietetically handicapped individual 
for whom the services of the consultant are required. One 
of the most difficult problems confronting such a dietitian 
is to empty the minds of her patients of the accumulation 
of false ideas that have been gathered from all sources 
and that interfere with the acceptance of sound scientific 
principles. 

As a rule, the best results are gained by dealing di- 
rectly with the individual patient, considering his individ- 
ual needs, and guiding him in the right direction. Group 
methods are undoubtedly useful and the stimulation de- 
rived from contact with others equally afflicted gives to 
the individual member of the class a desire to improve, 
that is sometimes difficult, if not impossible, to obtain by 
other means. However, the aim and object of either or 
both methods is to impress upon the sufferer that it is 
his problem that is to be solved, his life that must be 
made more livable. 

The work in the class may consist of a study of foods, 
their source, selection, preparation and value, with par- 
‘ticular stress placed upon food grouping. The class may 
be divided into different groups according to the restric- 
tions that must be made in the preparation of the specific 
diets. Tables, charts and pictures have been, and are 
constantly being prepared by individual dietitians and 
physicians for convenience in instructing groups and in- 
dividual patients. 

All physicians and consultants realize the impossibility 
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of attempting to use one routine measure for every person 
requiring dietary adjustment, as even in cases where the 
pathological condition is similar, the individual nutrition 
problem may be totally dissimilar. One patient, for ex- 
ample, will be perfectly able to estimate his diet from a 
table showing the percentages of fat, protein and carbo- 
hydrate in the different food materials, while to another 
such a table would be as foreign as Greek. With certain 
individuals it is necessary to teach not only the use of 
the gram scale, but that of the common household measure. 
People obliged to give permanent attention to diet, in 
order to live in any comfort, are likely to become more 
or less weary of the vast amount of detail demanded in 
the average weighed diet. Hence they will give up trying 
to eat properly and relapse into the original condition 
that made it necessary for them to seek aid in the first 
place. 


Consider Intellectual Level of Patients 


It seems advisable, then, to fit the instructions to the 
intellectual grasp of the individual patient, rather than 
attempt to fit the patient to any one method, however 
good it may be. If he cannot be made to grasp the full 
meaning and use of the gram scale, he should be taught 
to measure his food intake with utensils with which he is 
perfectly familiar, such as, the teaspoon, tablespoon and 
measuring cup. His eye should be trained to recognize the 
size of a definite amount of cooked material. This may 
take time, but it is time well spent, since it will un- 
doubtedly insure a longer carrying out of the diet prescrip- 
tion by the individual patient. 

It matters little whether the dietary is arranged from 
a table giving the food materials in terms of definite 
weights, with equivalent approximate household measures, 
or from a substitution table, giving the outline of the day’s 
diet, the fixed materials, such as butter, cream, olive oil, 
and a substitute list from which the diet may be selected 
each day by the patient. Both methods are good, but 
neither can be used exclusively. The scheme suggested 
by Dr. D. E. Shephardson and Minna G. Roese of the 
Stanford Medical School, Stanford University, Calif., in 
an article on “Simplifying the Quantitative Diabetic Diet,” 
published in Dietary Administration and Therapy, Febru- 
ary, 1924, is one of the best examples of the second method 
of instructing the patient. 

The consultant gives each patient daily instruction in 
the selection of food. She teaches him, or whoever is to 
have charge of the arrangement of his menu and the 
preparation of his diet, how to vary the diet by substitut- 
ing one food for another of like chemical composition; 
how to prevent an excess of fat in the diet on the day 
when a dish calling for much butter or other fat is de- 
sired, by using mineral oi] instead of salad oil; how it 
is possible to serve a dessert at dinner, even after the 
full allowance of food for the day has been utilized, by 
making use of sugars, free flavoring materials, citric acid, 
agar and saccharine. Finally, she teaches how to satisfy 
the demands of a sometimes extreme appetite, by making 
use of fillers, so that the diabetic may be kept happy and 
satisfied, and thereby continue to carry out the diet 
prescription as long as the doctor deems it necessary for 
him to do so. 

The consultant’s instructions include the making of the 
urine tests, and the significance of the different color 
changes occurring therein. As a rule, when the insulin 
treatment is given she instructs the patient how to make 
the necessary adjustments and teaches the recognition of 
the symptoms of an insulin reaction, and how to overcome 
the reaction should it occur. The technique pertaining 
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to the sterilization of the hypodermic needle, the filling 
of the syringe and the method of measuring and admin- 
istering the dose, may or may not be given by the dietary 
consultant. This is a question that must be settled by 
the physician in charge. 

To facilitate the arrangement of the day’s dietary, a 
diet sheet is used, setting forth the diet prescription in 
terms of grams of carbohydrates, protein and fats. The 
familiar food materials are listed on one side, and the 
three meals on the other side of the sheet. It is a simple 
matter to fill in the main items each day and vary the 
type of materials by referring to the tables with which 
each patient is supplied.* 

There are many rules for the preparation of the va- 
rious dishes used by diabetic patients, as well as many 
that apply when the carbohydrates are not restricted. 
The consultant frequently finds it necessary to make 
material changes in a formula for one patient, where the 
original recipe is used for the majority of her patients. 
For this reason each patient is given a group of rules 
for making a certain number of dishes, with notes ap- 
pended when essential differences must be made in any of 
the original rules to meet the requirements of the indi- 
vidual patient. 

Right tools simplify work, and well arranged tables, 
diet sheets and charts help the daily carrying out of a 
definite dietary order. It must be confessed, however, that 
all of the printed material now available falls short at 
times of impressing the patient with the vital importance 
of the adjustments that are necessary. The consultant 
must call upon her practical resources to bring enlighten- 
ment to her patients. She must teach them to make their 
own adjustments by having them work with the actual 
materials, weigh, measure and prepare the daily diet, and 
learn to substitute one food material for another without 
upsetting the diet prescription. Finally, she must teach 
them to keep an accurate record of the daily food intake, 
and of the results of the daily urine tests. Such knowl- 
edge if absorbed and acted upon will go far toward bring- 
ing about the improvement that every consultant in the 
field of dietetic therapeutics hopes and strives for. 

In conclusion if stress has been seemingly placed upon 
the management of the diabetic dietary over that of other 
pathological conditions in the foregoing pages, it is simply 
because in diabetes the consultant finds conditions par ez- 
cellent for the illustration of her work in dietotherapy. 
In actual practice it is probable that she finds the handling 
of problems in obesity, gastro-intestinal disorders, neph- 
ritis, and hypertension occupying almost, if not quite as 
much of her attention, and frequently making an even 
greater demand upon her scientific skill. It is the ability 
and willingness to handle each problem in turn with the 
same meticulous care that has been accorded the one be- 
fore, that spells success for the consultant in the field of 
dietotherapy. 





MISS WOOD GOES TO DANSVILLE HEALTH 
RESORT 


Bertha Wood has accepted a position as supervising di- 
etitian at Jackson Hotel and Health Resort, Dansville, N. 
Y. In developing a department of dietetics at this institu- 
tion, Miss Wood will have as assistants, Annie L. Weeks in 
charge of the diet kitchen and Minna Roese in charge of 
the metabolism work. Previously these women were all 
dietitians at Mount Sinai Hospital, New York; as were 
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also, Margaret Fotheringham who is now at Mayo Broth- 
ers Hospital, Rochester, Minn., as Miss Foley’s assistant, 
and Mildred Keet who is now at North Eastern Hospital, 
Philadelphia. 





NEWS ITEMS 


Mrs. Louise Keegan has resigned as dietitian at Monte- 
fiore Hospital, New York. Mary Northrop is her suc- 
cessor. 





Mrs. Agnes O’Dea, Presbyterian Hospital, New York, 
recently returned from a three months’ trip in Europe. 





Kate Helzer gave up her position at New York Polyclinic 
Hospital, New York, and is free-lancing for a time. She 
substituted at United Israel-Zion Hospital, Brooklyn, while 
the dietitian, Miss Gilmore, had a vacation. Mary Davis 
has been appointed dietitian at New York Polyclinic 
Hospital. 





The Washington branch of the American Dietetic As- 
sociation met November 19. A dinner and social time 
was followed by the program and business meeting. Dr. 
Brien T. King, goiter specialist, gave a splendid talk on 
goiter: kinds of goiter, its causes, effect on metabolism, 
and the special value of food in toxic goiter. The conven- 
tion in Chicago was reported by the secretary, Ruth E. 
Forsberg. 





The December Meeting of the Chicago Dietetic Associa- 
tion met on December 18 at 8 p. m., at the John Crerar 
Library, 86 East Randolph St. 

Dr. E. G. Nylander, superintendent of the dental clinics 
of the University of Illinois, presented a paper on “The- 
ories and Factors Affecting Teeth during Prenatal and 
Early Infancy.” This is a vital subject to all dietitians. 





The monthly meeting of the New York Association of 
Dietitians was held at the New York Hospital, New York, 
December 14. About seventy-five members were present. 
The topic of the evening was food service in the hospital. 
Dr. Thomas Howell, superintendent, New York Hospital, 
told of the methods in vogue in his hospital for dealing 
with the problem. 

M. D. Goodfriend, assistant superintendent, Montefiore 
Hospital, spoke of handling the food problem from the 
business administration standpoint. 

Elizabeth Greener, superintendent of nurses, Mount 
Sinai Hospital, discussed the problem from the viewpoint 
of the nursing service. 

Food from the main kitchen was discussed by Miss 
Wells, Presbyterian Hospital. 

Service of special diets was discussed by Miss Chester- 
man, Brooklyn Hospital, and central service by Miss 
Hickox, Fifth Avenue Hospital. 

At the close of the meeting Dr. Howell was host at an 
informal meeting. Refreshments of coffee and sandwiches 
were served. 





Miss Marguerite Deaver was married to Mr. Roland 
S. Simonds on December 17, 1925 at Cleveland. Miss Dea- 
ver has been dietitian at Mount Sinai Hospital, Cleveland, 
since it was opened. Mr. and Mrs. Simonds will live in 
West Medford, Mass. 
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MAKING THE MEDICAL STAFF A UNIT 


By a Committee of the Associated Out-Patient Clinics of New York, 


New 


The Modern Staff Organization for 
Out-Patient and Ward 


HE American College of Surgeons, in stating the 
7 minimum standards by which hospitals are rated, 

has placed at the head of the list the following 
provision: “That physicians and surgeons privileged to 
practice in the hospital be organized as a definite group 
or staff.” In order to provide a coordinated medical service 
this principle must be applied not only to the wards but 
to the out-patient department as well. The medical staff 
should be so organized that 


York 


stitutions, a summary of which is given at the end of 
this report, reveals the increasing tendency toward staff 
unification. This is the main principle of the plan given 
below, which, in its entirety, is being fairly completely 
applied in one of the institutions studied, and, as will 
be seen, appears to a greater or less degree in all of them. 
In presenting a more or less complete plan in the following 
report, the committee recognizes that few institutions can 
carry out such a plan at once and in its entirety and that 
any plan must be capable of adaptation to suit the needs of 
the individual institution where it will be in operation. 


Rank I 





the relationship of each 
physician to his associates 
will result in effective and 
continuous care for the pa- 


tients. 
The first of the five 
fundamental standards for 


satisfactory out-patient 
service, adopted by the As- 
sociated Out-Patient 
Clinics of New York em- 
phasizes the importance of 
staff organization in _ its 
relationship to the out-pa- 
tient department. It states 
that: “The out-patient and 
the bed services should be 





Patient Clinics of New 


A Practical Plan for Medical Staff 


Organization | 


” ANALYSIS of staff organization in eight 

representative New York hospitals reveals a 
tendency toward a unified staff organization which 
has been gaining impetus. 
in this article embodies fundamental principles of 
medical staff organization as found in this study, 
made by a committee of the Associated Out- 
York. 


Directors of in-patient 
| service should be directors 
of out-patient service in 
fact as well as in name. 
The director as executive 
head of the service is re- 
sponsible for the policies 
and organization of the en- 
tire medical service, the re- 
lationships within the de- 
partment and the coordina- 
tion between divisions. He 
should delegate to the physi- 
cians of the next rank the 
responsibilities involved in 
the management of subdi- 


The plan presented 





regarded as intimately as- 
sociated phases of hospital work and should be unified as 
fully as possible as to medical staff and as to adminis- 
trative organization.” The section on medicine of the 
Associated Out-Patient Clinics, appreciating the need for 
discussion and study of the subject, appointed a com- 
mittee* to consider the matter and report on its con- 
clusions. 
Tendency Toward Staff Unification 

This committee made a study of the medical staff or- 
ganization in eight general hospitals in New York City, 
representing large and small, public and private institu- 
tions. An analysis of the staff organizations in these in- 





_*The committee was organized in 1924 with the following member- 
ship: George Baehr, M.D., chairman, Blake F. Donaldson, M.D., 
Albert C. Herring, M.D., Asa L. Lincoln, M.D., Arthur E. Neergaard, 
M.D., Louise C. Bentley, R.N., secretary. 


visions of the service. 


Rank II 


Heads of subdivisions or wards in in-patient service 
should be heads of subdivisions or clinics in out-patient 
service. The planning of the details of ward routine, 
examination of new patients and supervision of records, 
supervision of treatment and assignment of duties to the 
physicians of lower ranks are their responsibilities. In 
the out-patient department, they serve at least two hours 
weekly for consultation, follow-up clinic, supervision of 
out-patient records, assignment of duties to assistants and 
for general supervision of treatment. 


Rank III 


Lowest ranking men in in-patient service should be as- 
signed to work in out-patient service under the men of 
Rank II, as their representatives and first assistants. Since 
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they serve in both ward and clinic, their number should 
be adequate to allow them to devote sufficient time to 
the two departments. This has the added advantage of 
offering staff appointments to a relatively large number 
of physicians in the community. These men spend two 
hours a day three days a week in detailed work on the 
ward, with less time on the alternate days when they are 
in the out-patient department, where they act as the 
representatives of Rank II and direct clinic work. 


Rank IV 

The clinical assistants, physicians whose services are 
required in the clinic but for whom there are no hospital 
appointments, have duties in the in-patient and out-patient 
departments though their main work will usually be in the 
latter. Their attendance at certain ward rounds, on 
which the entire staff makes a weekly inspection of the 
ward and confers on medical matters of interest, should 
be a definite obligation, for although they do not have 
authority to prescribe the ward treatment of the cases 
they refer from the clinic to the hospital, they do have the 
opportunity, in addition to making contacts with the pa- 
tients during rounds, to hear their cases discussed and 
to contribute to the discussions by participating in the 
staff conferences. Their knowledge of ward routine, and 
of the methods of diagnosis and treatment of their supe- 
riors eventually will make them eligible for temporary 
or permanent appointment to Rank III. 

In the out-patient department the men of Rank IV, as 
well as those of Rank III, come under the direction of the 
men of Rank II. The actual examination and treatment of 
the patient falls upon this group and upon the men of 
Rank III. The facilities for consultation, instruction and 
supervision accorded these men is one of the primary in- 
ducements for them to engage in out-patient work. 


Intern 


The intern is the man lowest in rank on the hospital 
staff. His capabilities as an assistant on the ward and 
in the out-patient department should not be exploited. 
His position in the out-patient department must be safe- 
guarded, both for his own sake and for that of the pa- 
tient, by his introduction to out-patient work under the 
direction of the attending physicians who act as his in- 
structors. His assignment should be made solely for the 
purpose of teaching him and of introducing him to the 
treatment of conditions different from those with which 
he has come in contact on the ward, such as diagnosis 
and treatment of disease in its early stages, chronic ill- 
nesses and specialized conditions found only in the out- 
patient departments. 

From the standpoint of complete service, his connection 
with the treatment of the individual should be continuous, 
since he is a part of the unit organization. His experience 
in the out-patient department will afford a valuable back- 
ground for the type of work he will be called upon to do 
in private practice. While it is realized the intern as- 
signment to the out-patient department can as yet be 
adopted in few institutions, the aim of each should be to 
make this possible. 


Medical Executive 


For large clinics where the demands for supervision 
from the physician of Rank II are more than he can 
attend to personally in the time he devotes to out-patient 
work, a general medical executive, also of Rank II, may 
be appointed to supervise and coordinate in the clinic all 
phases of medical work. This responsibility is continuous 
and permanent in the out-patient department. The amount 
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of time required for the work will, perhaps, preclude the 
assignment to ward duties. He should be a man of broad 
clinical experience as well as executive ability, so that he 
may be able to take an intimate part in the direction of the 
medical work. 


Follow-Up or End-Result Clinic 


Service to the patient is not complete until the patient, 
who has been discharged from the ward, has returned to 
the out-patient department as a “follow-up case.” As 
many of the follow-up patients have been discharged to 
their private physicians, it is desirable to have them at- 
tend a follow-up clinic rather than the medical clinic. 
This clinic should be conducted with all the physicians 
present who were responsible for the cases both in the 
clinic and on the ward. While it is carried on as a 
separate unit, it can best be conducted under the same 
administration as the out-patient department. Private 
physicians whose discharged hospital patients have at- 
tended the clinic, should be sent a report on each of 
their patients. 

The staff conference is the medium through which the 
entire staff, both of the in-patient and out-patient de- 
partments, participates in a discussion of the medical 
work of the institution. The educational value of these 
conferences for the men in the out-patient department 
lies in the opportunity for them to present the excellent 
material that is available from the large number of cases 
at their command in the clinics. Emphasis is placed on 
the treatment of the ambulatory case, whose seemingly 
less serious complaints will often be discussed for the sake 
of prevention rather than cure. Moreover, clinic patients 
are frequently those whose obscure symptoms are more 
difficult to diagnose than the more advanced conditions 
found in the ward cases. These patients come to the out- 
patient department to obtain expert medical opinion, in- 
cluding consultation facilities, for which they cannot af- 
ford to pay private physicians. A discussion of diagnosis 
and treatment at staff conferences provides obvious ad- 
vantages to the patient as well as a broadening experi- 
ence for the physicians. Conferences also provide oppor- 
tunities for discussion of policies, plans and procedures 
in which all staff members are concerned. 

The close relationship between the out-patient depart- 
ment and the ward is strengthened by the use of the unit 
record. This eliminates duplication of work by presenting 
for utilization on the ward the detailed data that has been 
obtained by examination and consultation in the clinic. 
In the capacity of supervisor of clinic records, the head of 
each hospital-clinic unit will find it to his advantage to 
impress upon his subordinates the necessity for keeping 
adequate histories, since the clinic history together with 
the ward history will become one permanent record. 


Method of Appointment 


Appointment to the medical staff of a hospital is a 
highly valued position entailing responsibility as well as 
conferring privileges. The selection of candidates for 
appointments in the out-patient department should rest 
with the staff members. They are familiar with the type 
of physician required, they know the existing relationships 
between in-patient and out-patient work and they should 
be entitled to recommend the candidates for appointment 
on their staff. This strengthens the existing organization 
and tends to foster genial relationships on the medical 
staff. 

The actual power of appointment belongs to the gov- 
erning body—the trustees, the directors or the governors 
of the hospital. This group determines the policies of the 
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institution and assumes ultimate responsibility for the 
service. The nominations of the medical staff should be 
presented to this governing body for election and appoint- 
ment. This group should also act upon demotions and dis- 
missals upon recommendations of the medical staff. 


Promotion 


The out-patient department as above organized offers 
the physician opportunity for a real hospital affiliation. 
Beginning in the clinic, he learns the hospital routine and 
takes his place in the unit organization, becoming familiar 
with both the in-patient and out-patient work. His ex- 
perience, under the supervision of the men of higher rank, 
eventually places him in a position to assume increased 
responsibilities as a member of the hospital staff. 


Attracting a Competent Staff 

Staff organization as outlined by the committee is de- 
pendent upon other essentials for satisfactory out-patient 
service. Adequate records must be maintained; there 
must be adequate laboratory service; nursing service, 
social service and clerical aid must be provided, and the 
number of patients accepted for care must be limited 
according to facilities available. 

For, if the out-patient department is thus well organ- 
ized, the value of out-patient work to the physician will 
equal that of ward service. By this means competent 
physicians will be attracted. 


Summary of Staff Organizations 


The analysis of the staff organizations of the hospitals 
studied by the committee showed that provision was made 
in every hospital for certain members of the hospital staff 
to assume responsibility in the out-patient department. In 
several of the institutions the unity of staff on in-patient 
and out-patient service is more pronounced in the special 
medical clinics than in the general clinic; in others the 
necessity for centering responsibility is observed in theory 
but not in practice. It must be remembered that this 
study refers to the department of medicine only and has 
not yet been extended to surgery or the specialties. 

The physician or physicians in charge of the service 
attend the wards in a supervisory capacity at least once 
a week but make only occasional, unsystematized visits to 
the out-patient department, as a rule. 

Those institutions where the director attends the out- 
patient department regularly as consultant, have follow-up 
clinics, one of which is attended once a week by the di- 
rector. In the other institutions the responsibility for fol- 
low-up clinics is delegated to the men of Rank II and 
Rank III. Delegation of responsibility on the part of the 
director should not preclude supervision by him, yet this 
is what seems to have occurred in several of the institu- 
tions where the physicians of higher rank do not attend 
the out-patient department according to schedule. 


Duties Vary in Different Hospitals 


The physicians of Rank II in all the hospitals studied 
are the men actively in charge of the wards. Four hos- 
pitals have rotating service for these men of Rank II; 
in four these physicians are on straight service. 

In several instances, they have, in addition to this re- 
sponsibility, the direction of the pathological laboratory 
or the roentgenological department or work on special 
projects which leaves little time for participation in out- 
patient work. In one hospital a physician of Rank II 
attends the out-patient department daily; in others the 
men of this rank come in once a week in the capacity of 
consultants. At another institution these men have sched- 
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uled assignments to the out-patient department. Several 
of the hospitals realize that the physicians of this rank 
should assume clinic responsibilities and have made rules 
accordingly. Actually, however, the attendance of these 
men at the clinic is not frequent. 

The physicians of Rank III are on rotating service in 
six of the hospitals. Their ward service requires daily at- 
tendance for a definite period, while their out-patient de- 
partment assignment is three times a week during the 
remainder of the year. In one hospital these physicians, 
while on out-patient duty, attend ward rounds once a week 
with the men of Rank II, a practice that gives them some 
knowledge of the progress of their clinic patients admitted 
to the wards. In other institutions the transfer from 
clinic to ward is made abruptly, so that the patient and 
the clinic physician lose all contact. The supervision given 
the Rank III physicians in the out-patient department is 
frequently irregular and sometimes consultation service is 
difficult for them to secure, because of the inaccessibility 
of the men of higher rank who carry no definite out-pa- 
tient department responsibilities. This makes the lower 
ranking physicians obliged to take upon themselves the 
duties which their supervisors fail to assume. 


Duties of Clinical Assistants 

The clinical assistants in the eight hospitals devote at 
least three days a week to clinic routine under the direc- 
tion of the men of Rank II and Rank III. These physi- 
cians are invited to make rounds with the attending staff 
in each hospital, but in only one is this procedure required. 
At this institution they also attend the follow-up clinic. 
The extent to which continuity of service is developed by 
this means depends upon the degree to which it is made of 
practical educational value to the clinical assistant. As- 
signment to special hospital projects, such as one of the 
institutions encourages for the clinical assistants, and an 
opportunity to substitute for the physicians of Rank III 
that is given to those in another institution, help to fit 
these physicians for staff appointments. 

Staff conferences, in accordance with the requirements 
of the American College of Surgeons, are held in all the 
hospitals studied, but these conferences in some hospitals 
are somewhat perfunctory recitals of hospital statistics 
while in others they are interesting and instructive dis- 
courses pertaining to hospital treatment 

A close relationship between the in-patient and out-pa- 
tient department includes the transmission of information 
relative to thé patient as a clinic case to the ward and 
vice versa. In one of the institutions studied no attempt 
is made to transmit any of the clinical findings on the 
case. Another clinic sends merely the diagnosis to the 
ward. Five of the hospitals abstract the clinical records. 
One institution combines the clinic and ward record into 
a unit record. The use of a unit record is an important 
aid in cementing the ward and out-patient organization 
of the medical staff. 

In spite of the desirability of intern training in the out- 
patient department, regular assignments in most institu- 
tions are, as yet, difficult because of the limited number of 
interns. Several of the hospitals visited call upon their 
interns in emergencies, when some member of the clinic 
staff fails to attend his clinic. Only one hospital provides 
for supervision and instruction for the interns in the out- 
patient department. 

In all the institutions appointments are made upon 
recommendation of the visiting staff, or certain members 
of it, for confirmation by the governing board, or, as in 
the case of one of the city institutions, by the commis- 
sioner of public welfare. 
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Thirty-Three Typical Hospital Campaigns 


Location of 


Pittsburgh, Pa. 
a ra 
ee OR ae a reer 
Se ee 
ye ED re 
Pougnmeeneie, N.Y. 2. csccicsscce 
SS RE eee 
Cincinnati, O. 

a a ee 
East Orange, N. J. 

A a ee 
I, CE Gb cvwdecuseadeaase 
NE US pips oe Said a Geie-ew Wace 
Pe WORONNE. Oh. Ee a nscsecacssas 
pe ee re 
DONG, UES Be acca tatenasweacwans 
SN ll an d's: as dina anak wan 
Auburn, N. Y. 

Canton, O. 

PEE, DO, acc Gisscwedeusuws 
peepeenn Palle, TH. F. ...scsccccess 
oO Se Sear rere 
Meme. TOE, bdviacnwnscsceasss 
Winchester, Mass 

MI. OE ng ocd waeewnewaa’s 
PE, ncccnwitan nS eemdaensu 
I Se cag xia wee ate ates 
I Te tunis was eee ene 
PE EE Bs iG iidisaw ads cieseweaas 
Zanesville, O. 

Rumford, Maine 

Nashua, N. H. 

NN, PE cc ei ecee aban 


Population 
Hospital (1920 Census) 


588,343 
85,382 
8,644 
18,000 
237,595 
35,000 
113,344 
401,247 
11,627 
50,710 
116,531 
110,168 
95,783 
42,726 
50,707 
30,225 
10,174 
36,192 
87,091 
15,462 
50,760 
9,952 
110,168 
10,485 
43,496 
11,210 
3.750 
14,323 
4,444 
29,569 
7,016 
28,379 
6,718 


Amount 
Sought 


$1,500,000 
1,000,000 
1,000,000 
1,000,000 
1,000,000 
800,000 
700,000 
600,000 
600,000 
500,000 
500,000 
500,000 
400,000 
400,000 
350,000 
350,000 
350,000 
300,000 
300,000 
300,000 
250,000 
250,000 
250,000 
250,000 
250,000 
225,000 
225,000 
200,000 
200,000 
200,000 
200,000 
150,000 
150,000 


Amount 
Subscribed 
$1,501,151 
1,000,000 
1,281,000 
1,050,866 
1,222,608 
701,000 
722,085 
528,108 
,064,533 
500,000 
501,343 
502,677 
402,000 
330,397 
522,508 
353,102 
351,000 
419,797 
376,890 
307,205 
365,416 
669,761 
252,283 
232,106 
381,978 
275,465 
266,217 
245,848 
400,002 
225,334 
265,100 
172,115 
229,809 


These are some of the campaigns conducted in the last four years by 


Witt. Fotsom AND SMITH 


Directors of Campaigns for Hospitals Exclusively 


Five Hundred and Twelve Fifth Avenue 
New York 
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E. Stanley Abbott, M. D., 29 Gloucester St., Boston, Mass. 
E. S. Elwood ;. Board of Medical Examinets, 


Philadelphia, P 
Miss Mary E. P. lowe, Room 272, State House, Boston, Mass. 
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OCCUPATIONAL THERAPY AND 
REHABILITATION 


Conducted by LOUIS J. HAAS, Director of Men's Therapeutic Occupations, Bloomingdale Hospital, White Plains, N. Y., and 
MRs. CARL HENRY DAVIS, Advisor in Occupational Therapy, 825 Lake Drive, Milwaukee, Wis. 
ADVISORY BOARD 


Col. James A. Mattison, M. D., Soldiers’ Home, Los Angeles 
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Charles F. Read, M. D., State Alienist, Chicago State Hospital 
Dunnin, Ill. 
Loring T. Swaim, M. D., 372 Marlborough St., 










Boston, Mass. 
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WHAT CLEVELAND IS DOING FOR ITS 
PSYCHOPATHIC PATIENTS 


Florence D. Keyerleber, Director Occupational Therapy, Cleveland City Hospital 


Cleveland 


CCUPATIONAL Therapy at the Cleveland City 
Hospital is in its infancy, having celebrated its 


third birthday last month, yet because of the en- 
thusiasm of both the medical and nursing staffs, it has 
made rapid strides. 

The psychopathic division of the hospital is a little 
world of its own, housed in an entirely separate building 
in the very heart of Cleveland, with occupational therapy 
on its basement floor. There are two workrooms, one 
for women, and one for men, a gymnasium, a print room 
and a library. At present these quarters are rather 
cramped but plans now being developed provide ade- 
quate space for more patients and a greater volume of 
work. However, the present crowded condition has the 
advantage of creating a home-like atmosphere as much as 
is possible in institutional life, and brings the patients 
into closer personal contact with each other. 

The fact that a large percentage of the patients are 
foreign born complicates the problem. However, we make 
an effort to appeal to them with such crafts as will be 
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The women’s classroom is made cheerful by bright drap>ries, 


selected for their harmonious combinations. 


en 


pictures and plants that are especially 





of economic value to them upon their return to society. 

The psychopathic division has two objectives, namely, 
diagnosis and treatment. Patients are admitted to this 
division where they are retained under observation for a 
sufficient length of time to determine diagnosis. If this 
diagnosis indicates that the patient may recover, or be 
improved, within a reasonable length of time, say four 
to six months, the patient is retained and treatment given. 
If, however, the diagnosis indicates that the patient will 
require a long period of institutional care, he is passed 
on to the state institution. Occupational therapy takes 
its place in this diagnosis and treatment work along with 
hydrotherapy, electrotherapy, clinics and special treat- 
ments. We treat from eight hundred to nine hundred 
patients a year, and sixty per cent are sufficiently re- 
covered to be discharged to their home and relatives. 

In the occupational therapy department there are one 
chief therapist and three aids who are working with a 
daily average of 140 patients. The patients are assigned 
to classes under medical supervision, working for three 
hours and sometimes longer 
every day. 

An attempt has been made 
to have the workrooms look 
attractive by means bright 
colored curtains, large and 
small tables decorated with 
flowers and various vividly 
colored articles made by the 
patients themselves. A vic- 
trola has been provided to 
entertain the patients while 
they work. 

For the depressed and 
morose type of patient there 
is the simple winding of 
bright colored yarns and sew- 
ing of brilliantly colored 
carpet rags. After having 
become accustomed to this 
work, the individual is usu- 
ally advanced to something 
more difficult, such as rugs, 
braiding raffia basket or reed 
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Tests by experts show 
that foods bake better 


in Pyrex ovenware. 








PYREX -- 


Pyrex saves the annoyance 
and expense of constant 
breakage. 
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special ly resistant to heat — 
best suited for hospital use 


OSPITAL conditions put glass- 

ware to unusually severe tests. 
Ordinary glass rarely stands up 
under the constant handling and 
frequent _sterilizations. Its high 
rate of breakage is both an annoy- 
ance and a considerable item of 
expense. 


PYREX is particularly suited to 
hospital usage. Jt will not crack 
or break under sudden and ex- 
treme changes of temperature, 
and is remarkably resistant to break- 
age in handling. Yet it has all the 
sanitary advantages of glass 
smoothness, transparency, ease of 
cleansing. 


“Pyrex Ovenware 


Scientific tests show that foods bake 
more evenly and thoroughly in glass. 
PYREX is made in sizes small 
enough for individual service—an 
important point when foods must be 
prepared specially for patients. Bak- 
ing and serving in the same dish adds 


convenience in the diet kitchen. 
PYREX never stains or roughens, is 
easy to keep spotlessly clean, and can 
be sterilized without fear of breakage. 


Pyrex Laboratory Ware 


Chemists and hospital authorities 
everywhere recognize the superiority 
of PYREX laboratory ware. Its 
resistance to heat is of special value 
in hospital work. Made to with- 
stand constant service under exact- 
ing conditions, PYREX will outlast 
other glass several times. 


“Pyrex Nursing Bottles 


Like all PYREX ware, these nursing 
bottles will not crack or break, even 
when taken direct from the sterilizer, 
filled, and put on ice. Made in wide 
and narrow neck styles--smooth 
inside for easy cleansing, hexagonal 
outside to prevent rolling. 


Catalogs and prices of PYREX ware suitable 
for hospital use supplied on request. 


CORNING GLASS WORKS 
CORNING, NEW YORK 


New York Office: 501 Fifth Avenue 











Sterilizing will not crack 
or break Pyrex 


Ovenn are 


Casseroles 
Pudding Dishes 
Baking Pans 
Custard Cups 
Utility Dishes 
Tea Pots, etc. 


Laboratory Ware 


Flasks 

Beakers 

Retorts 

Test Tubes 
Distilling Apparatus 


and special equipmen 


Nursing Bottles 


8 oz. Wide Mouth 
8 oz. Narrow Neck 
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The shop where the men carry on their basket and carpenter work. 


work. Upon first entering class, some of the patients 
are capable of doing more refined crafts such as pottery, 
painting, clay modeling or block printing, and they are 
encouraged in planning their own work and creating their 
own designs. Many times the patients have become so 
interested in the work that they assist in helping others 
and ask to attend the class more frequently. Many valu- 
able suggestions have been received from patients. For 
example, one woman conceived the idea of making a foot- 
stool out of seven empty coffee cans. These cans were 
tied together, padded and covered with cretonne, making 
a very unique article. 


Simple Wooden Articles Made at First 


The men patients usually start their craft classes by 
making simple, wooden articles. From these they progress 
to the more intricate brush work, weaving, reed basketry 
and printing. Some valuable hospital printing has been 
turned out by the men. 

Each patient is allowed to keep the articles he has 
made, as the possession of something created by them- 
selves seems to stimulate interest and often after de- 
parture from the hospital the patients “carry on” in the 
home. Sometimes there are articles not taken away by 
the patients and a bazaar is given once a year by the 
department, the proceeds of which are turned into a 
fund for equipping the department, for ward furnishings 
and for refreshments for entertainments. 

Several large wholesale cloak and suit houses and 
garment factories have been very generous in donating 
some valuable leftovers, that have not only added to the 
interest and variety of the work but also to the economy 
of the department. A local musical instrument firm has 
contributed records to keep all the ward victrolas ade- 
quately supplied. 

This year we have made a special effort to develop 
physical exercise and other recreational features. Every 
afternoon, one hour is devoted to both men and women 
in the gymnasium. These exercises simple at first, are 
accompanied by music, usually played by a patient, which 
seems to have a stimulating effect upon the depressed 
and lethargic types. If there are any patients who are 
not in a fit condition to respond to the procedure, an 
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assists in lifting 
until the patients 
imitation. After 
they some- 


attendant 
the arms 
follow by 
the calisthenics, 
times march. Many times 
they become so _ interested, 
some recall the old marches 
they at one time knew and 
teach them to the others. 
The marching usually ends 
with folk dancing, the Vir- 
ginia Reel or social dancing. 
After about twenty minutes 
of marching and dancing, 
old-fashioned, simple games 
are played. These games are 
never “cut and dried” but 
are played according to the 
mood and enthusiasm of the 
patients. 

When the weather permits, 
the women and men are taken 
outdoors for long walks. The 
men play horseshoes, volley 
ball and occasionally choose 
sides for baseball. 

Last year dancing parties, lawn and card parties and 
picnics were enjoyed. A teacher of dramatics in the 
public schools has been giving her time as a. volunteer 
worker and has directed both the men and the women 
in a series of plays. Up to the present two of these 
plays were successfully written and produced by the pa- 
tients. 

These plays are given just for the psychopathic patients 
but it is interesting to note the pleasure the other pa- 
tients derived in seeing one of their own perform. The 
men patients are now producing a short comedy and one 
who was very depressed before he became interested in 
the part, succeeded in remembering the very long lines 
in his role. 


Entertainment Provided 

During the entire year, with the exception of the hot 
summer months, we have from two to three programs 
a week and have been very fortunate in obtaining many 
Cleveland artists, musicians, dancers, and actors. The 
Fortnightly Club, a well-known musical organization of 
the city, gave-a series of entertainments every week for 
several months. 

The thing of greatest importance in occupational 
therapy is the interest of those who surround the patient. 
In order to have this with complete harmony and success, 
the interest of all divisions of the hospital is necessary. 
At the Cleveland City Hospital we have the professional 
staff, the nursing staff, and the administration all deeply 
interested in occupational therapy. With this coopera- 
tion we are assured that one is working hand in hand 
with the other, and on account of this cooperation, we 
feel that the very best results are obtained. Here, occu- 
pational therapy definitely takes its proper place as a 
valuable therapeutic measure. 





Katherine Wiswell of the Philadelphia School has gone 
to Danville as second occupational therapy assistant. 
Miss Breamer of the School has gone to Harrisburg State 
Hospital as first occupational therapy assistant. 





The Charité Hospital in Berlin was founded in 1710 
by Frederick I, and was enlarged by Frederick the Great. 
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One of the many hospital applications of Celotex. Acousti-Celotex, 
Type A, used in corridor ceilings, St. Luke’s Hospital, New Bedford, 
Mass., for quieting sound. Stevens & Lee, Architects, Boston. 














Every hospital can now provide these essentials at slight cost 


Hospital patients need protec- 
tion from disturbing noises, 
draughts and sudden tempera- 
ture changes. 


Every hospital official knows 
how necessary such protection 
is to patients. And now every 
hospital can afford it. For Celo- 
tex Insulating Lumber has made 
insulation and sound deadening 
practical and inexpensive. 


Celotex is lumber made from 
cane fibre. It stops heat and 
cold and deadens sound. 


For quieting noise 


A special form of Celotex 

Acousti-Celotex—is used in 
corridor ceilings to quiet noise. 
This type of Celotex is a highly 
efficient sound-absorbing ma- 
terial as well as an insulator. It 
is also useful in quieting noise 
in delivery rooms, nurseries, 


elevator shafts, serving kitchens 
and other places where noise is 
unavoidable. 


For insulation 


As sheathing Celotex replaces 
wood lumber and building pa- 
per. It also takes the place of 
lath on inside walls, where 
plaster is applied directly to its 
surface. Or it can be painted, 
enameled or covered with any 
suitable fabric. 


As roof insulation it prevents 
condensation. 


The proper use of Celotex keeps 
out heat in summer, cold and 
draughts in winter. It improves 
the building, cuts repair costs 
and reduces heating expense 
about one-third. 


For old and new buildings 


Celotex may be used in build- 


ings already constructed as well 


as new buildings. It costs little, 
yet gives great advantages. 


Ask your architect, consultant, 
contractor or lumber dealer to 
tell youmoreabout Celotex. All 
lumber dealers can supply it. 
Leaders in these lines advise its 
use. 


The expert engineers of our 
Acoustical and Service Depart- 
ments will also co-operate in 
working out the proper uses of 
Celotex in your institution. 
(Send building plans for scien- 
tific analysis, furnished at no 
cost or obligation.) 


Free booklets 


Mail the coupon below for free 
booklets describing the uses and 
advantagesofCelotex Insulating 
Lumber and Acousti-Celotex. 





THE CELOTEX COMPANY, Chicago, IIl. 


Mills: New Orleans, La. 


Branch Sales Offices in many principal cities 


(See telephone books for addresses) 


CELOTEX 











| INSULATING LUMBER | 
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EXHIBIT HELD AT MEETING OF NURSING 
GROUPS OF PENNSYLVANIA 


An exhibit of occupational therapy work from the va- 
rious hospitals of Pennsylvania was held at the recent 
meeting of the four groups of nursing organizations of 
the state, Nurses’ League for Education, Graduate Nurses 
of Pennsylvania, Public Health Nurses, and Nurses’ In- 
stitute for Training School Methods, which met at the 
Lycoming Hotel, Williamsport. The exhibit was under 
the auspices of Mary L. Putman, field representative, 
occupational therapy, department of public welfare. 

The primary aim of the exhibit was educational but 
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The exhibit of occupational thearpy work from the hospitals of Pennsylvania held at the recent meeting of the four groups of nursing 
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therapy work emanated together with many requests for 
advice and workers. 

Miss Putman was assisted by Henrietta Dunne, first 
assistant, occupational therapy farm, Norristown State 
Hospital, and Katherine Webb, first assistant, occupational 
therapy, Danville State Hospital. 

The executive committees of the nursing groups did 
much to promote the spirit which made the exhibit a 
success and to cooperate in putting across to the nurses 
of the state the aims of the work as treatment and its 
organization under trained personnel. The committee 
was composed of Lillian Clayton, Philadelphia General 


organi- 


zations of the state. 


articles were sold so that nurses might take back to 
their hospitals articles that were representative of the 
work being done in other institutions of the state. Close 
cooperation between doctors, nurses and occupational 
therapists is the aim of the bureau of mental health of 
the state department of public welfare. 


State Hospitals Take Students 


In order to further this work three state hospitals, 
Danville, Allentown and Morristown have offered to take 
practice pupils from one to two months, and are receiving 
occupational therapists from the training schools of Phila- 
delphia and permitting them to supplement their twelve 
months’ course with four months’ practice in the hospitals. 
The plan, hope and aim of the bureau, according to Miss 
Putman, is to have nurses in charge of some departments, 
but in the majority of cases, a trained therapist is 
needed who will be directly responsible to the medical 
director or superintendent in charge. 

Throughout the convention the exhibit booth proved 
te be a storehouse of information for the nurses. The 
Instructors’ Institute held a question box from which 
much practical information concerning occupational 


Hospital, Jessie Turnbull, Elizabeth Steele Magee Hos- 
pital, Pittsburgh and Elizabeth Miller, nursing consultant, 
Pennsylvania Department of Public Welfare, Harrisburgh. 


ASSOCIATION RAISES DUES 
The American Occupational Therapy Association, in ac- 
cordance with the wishes of the members expressed at 
the Louisville, Ky., convention, has raised its dues for 


membership. A plan that will probably be accepted is 
being considered to incorporate’ the subscription to Oc- 
cupational Therapy and Rehabilitation with the member- 
ship. 

Because of these changes old blanks that are in the 
hands of many members should not be used to make appli- 
cation for membership. Those desiring membership should 
write for application blanks to Mrs. Eleanor C. Slagle, sec- 
retary-treasurer, American Occupational Therapy Asso- 
ciation, 370 Seventh Avenue, New York. 


Nellie Cowen of the Philadelphia Occupational Therapy 
School has gone to Retreat Mental Hospital, Retreat, Pa., 
to take the place of Mrs. Helen Lych Judge who resigned 
to be married. 
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Always look 
for the name 
“Canada Dry” 
on the bottle 
cap to be sure 
of the original. 





‘The Finest Ginger Ale 
Ever Sold in This 
Country” 


When you buy a carbonated beverage for your 
hospital or select it to serve to your patients, there 
can be only one choice if you want the finest 
ginger ale that has ever been sold in the United 
States. And that is “Canada Dry.” 


Practically unknown in this country a few 
short years ago, “Canada Dry” is today the 
world’s largest selling quality ginger ale. The 
story of its phenomenal rise in public favor is 
one of the most amazing stories of success in 
the history of American business. It shows that 
it does pay to make a quality product. 

Its matchless flavor has made it famous, yet 
there is an even more important reason for its 


popularity It is a real ginger ale, made 
from real Jamaica ginger, and it is one ginger 
ale that does not contain capsicum in any form 


That may not mean very much to the layman, 
but it means a great deal to men and women who 
purchase hospital supplies or arrange diets for 
the patients. 


Right there you have the reason why “Canada 
Dry” is served in many leading hospitals in 
Canada and this country and prescribed by physi- 
cians. 


Cana _— 
4NADA ORY GINGER A 
/"<omepaazep CO 
Np Ew FORK |) 
: SSTAUGHEN LIMTTED - TORONTO 

> '2 tu ouNcES (355 ©*~ 


You don’t guess when you specify “Canada 
Dry.” You know it is good and pure. You 


know that it is a beverage your patients will like. 





We will gladly send a sample bottle to hospital 
superintendents and dieticians 


NADA DRY" 


eg. U. S. Pat. Off. 


Does Not Contain Capsicum 


Extract imported from Canada and bottled in the U.S. A. by Canada Dry Ginger Ale, Incorporated, 
25 W. 43rd St., New York, N. Y. In Canada, J. J. McLaughlin Limited. Established 1890. 
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HOSPITAL EQUIPMENT AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeeping, Problems 


Conducted by HERMAN SMITH, M.D., Superintendent 
Michael Reese Hospital, Chicago, IIL 
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“HOW TO DETERMINE CORRECT ILLUMINATION 
FOR THE VARIOUS DEPARTMENTS* 


IGHT can now be measured to determine its stand- 
ards. A lighting engineer in surveying a hospital 
would probably have with him an instrument known 

as a foot candle meter to measure light intensities. These 
intensities should conform to certain definite minimum 
standards that vary in accordance with the work being 
done or the use to which a room is put. 

Lighting surveys, made by the writer, of hospitals 
built some time ago and of new, modern ones, indicated 
that the management had only given superficial considera- 
tion to the problem of lighting with respect to proper 
type of electric lamps, voltage, diffusion, intensity and 
luminaire. That each department and activity requires 
individual treatment as to intensity, diffusion and shadows, 
seemed to be accepted as an entirly new conception. Only 
the problems of general illumination had been considered. 

Outside, possibly, of operating rooms, it appears that 
the balance of the hospital is illuminated without stand- 
ards as far as correct intensities, diffusion or uniformity 
are concerned. Several times the light intensities in oper- 
ating rooms were found considerably below minimum 
standards and, in addition, it was common to find light- 
ing conditions that were a handicap to the surgeon. 


Light Intensity Needed for Operations 


A recent survey showed a hospital using what are 
commonly known as daylight lamps in the reflecting hood 
over the operating table. To a certain extent these lamps 
approximate daylight. The light intensity was found to 
be only forty-five foot candles. The major operations in 
this room should ,have been assisted with seventy-five 
foot candles—a minimum intensity standard. The low 
intensity was the result of those responsible not realizing 
when they changed from the clear bulbs previously used, 
that the “daylight” type absorbs approximately one-third 
of the light before it leaves the lamp. 

The correction of improper conditions or suggestions 
as to proper or improved equipment must come from 
actual observations of each individual condition that exists. 

As a general theory to work on as far as incandescent 
lamps are concerned, it is best not to use clear lamps 
in any luminaire where the filaments of the lamps can be 
seen. This is not a panacea for all poor lighting but a 
rough approximation, at the best, of the ideal. When 
current of the proper voltage is being passed through it, 


*This article is based upon surveys made by Géorge P. Bowman, 
Park Ridge, N. J. 


a lamp filament, burns just below the melting point of 
tungsten, indicating why clear lamps produce so much 
glare, reflected glare, shadows and other undesirable 
conditions if the light is not passed through a diffusing 
medium. 

A recent survey disclosed that over-voltage lamps were 
in use throughout the entire hospital, a thing that helped 
to create the low light intensity and resultant atmosphere 
of gloom. Everyone had the wrong kind of bulb in port- 
able desk lamps, the condition being further complicated 
by general use of glass tops on desks. 

Beautiful fixtures are generally constructed for use 
with decorative lamps or a cluster of small wattage lamps. 
You will never get more light from a fixture or reflector 
than you put into it. This statement is made for the 
benefit of a number of persons who seem to think that if 
they spend considerable money for luminaires they are 
going to get good light and plenty of it. In purchasing 
lighting equipment it is best to keep in mind that the 
various types have different light absorbing qualities and 
definite characteristics pertaining to glare, reflected glare, 
shadows, vertical and horizontal illumination. Get a com- 
parison before you purchase. Purely decorative fixtures 
should not be used alone in the administrative depart- 
ments of any business because of inability to control the 
light from them. 

The position of reflectors as to mounting height and 
distances between them are essential factors that must 
be considered if proper light is to be obtained. 


Protect Against Glare 


In the surgical ward of a large, modern hospital, the 
writer recently noticed a surgeon holding a bare lamp 
before the eyes of another engaged in the task of in- 
serting drains in an incision. The light intensity in this 
particular ward with all lights on was about one and one- 
half foot candles. Before leaving the surgeons with their 
bare lamps, it should be recalled that glare causes nature 
to pull a shade down in our eyes, and surgeons cannot 
keep their eyes too open at their work. You see this kind 
of thing in garages frequently but it is quite a shock to 
find it in a hospital where there are medical men and 
trained nurses. There is hardly any condition of the 
kind mentioned that cannot be properly met with inex- 
pensive equipment. 

A working idea of a foot-candle of illumination can be 
obtained by considering the intensity of light on a news- 
paper read by the light of a candle, the paper being held 
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